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Ever y nurse can use the all-new 2nd edition of 
THE UPPINCOTT MANUAL 
OF NURSING PRACTICE 
Now massively revised and expanded ... 
with over400 pag es of additional i nformation! 


Now you can own the all-new 2nd edition of the famous 
Lippincott Manual...so useful to thousands of nurses every 
day! With over 400 new pages of additional information, it’s 
the most comprehensive ready reference for nurses ever 
published. 

This unique book will bring you the latest, most accurate 
information available in any single volume! Every chapter 
in every area is expanded and up to date. Every phase of 
medical/surgical, maternal, and pediatric nursing is covered 
in greater detail...and in the same quick-reference outline 
style that made the first edition such a valuable tool to 
thousands of nurses every day! 

Many procedure-guidelines, nursing care and 
management sections, and 
treatment modalities have been 
added. New chapters on data 
collection and record keeping 
offer you the essentials of 
history taking and explain the 
use and design of problem- I 

oriented records for both adult j 

and child. Well-illustrated | 

separate chapters now appear 
on the physical examination of 
both adults and children! 

Clinical problems are presented 
in terms of causes, manifestations, 
possible complications, treatment 
and nursing management, and 
health teachfng/patient education. 

The information you require is 
presented in logical, step-by-step 
sequence.. .available at a glance 
when you need it for immediate use! 


J.B. Lippincott Company: Please send me_ 


• Guidelines to Nursing Action are located throughout to 
tell you what to do and why. 

• Nursing alerts focus your attention instantly on critical 
procedural points of patient care. 

• Hundreds of drawings and photos explain, emphasize, | 
and clarify facets of patient care! 

• Presents the facts of clinical nursing step-by-step... | 
in outline form! 

• The most comprehensive one-volume reference on 
Medical/Surgical, Maternity, and Pediatric nursing! 

about 2000 pages/over 300 illustrations 
^1 June 1978/flexible cover/$26.95 

By Lillian Brunner, R.N., B.S., M.S.; and 
Doris S. Suddarth, R.N., B.S.N.E., M.S.N. 

With nine contributors. 



Lippincott 


J.B. Lippincott Company 
Rost Office Box 7777-R0080 
Philadelphia, Pa. 19175 


_ copy(ies) of the 


Second Edition of THE LIPPINCOTT MANUAL OF NURSING PRACTICE. 
*□ $26.95. Charge and bill me (plus $1.25 for postage and handling) 

*□ $25.95. Full payment is enclosed (Lippincott pays postage) 

★ Prices in Canada slightly higher. 
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12-23 SUMMER HAZARDS. A special section on your role in 
the prevention, recognition and treatment of some of 
summer's hazards. 

12 INSECT STINGS 

What They Can Do; What You Can Do 

Claude Frazier, M.D. 

For some people, a bee sting can be deadlier than the bite of a 
rattlesnake. Know what you should and should not do in an 
emergency situation. Read what a leading allergist feels 
everyone should do. 

15 HEAT REACTIONS, SUN REACTIONS 

Eve Hammerschmidt 

As the temperature rises, you'll see more people suffering 
from heat and sun reactions. Know if it's just a case of 
passing heat cramps or a potentially dangerous case of sun¬ 
stroke. 

18 POISONS IN THE GARDEN 

Plants that can cause poisoning or allergic reactions. 

Jay M. Arena, M.D. & James W. Hardin 
Lovely to look at . . . disasterous to touch . . . deadly to 
digest. Know how to recognize plants that can cause prob¬ 
lems and what to do in an emergency. 

22 ACCIDENTS HAPPEN AT HOME . . . 

Anytime, Anyplace 

Denier Dec, L.P.N. 

A simple do-it-yourself project almost did this LPN in. She re¬ 
minds us to use common sense and caution, for we are just as 
susceptible to needless accidents as our patients who have 
been victims of them. 

24 Speak Out: WHAT THE TEXTBOOKS DON'T TELL YOU 

Nila Robinson, S.P.N. 

There's a reason why so many LP/VNs suffer reality shock or 
growing pains when they make the transition from student to 
practitioner. Ms. Robinson suggests a remedy. 
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young* women 

in white 



♦ For today’s dedicated women in white, 
being young has nothing to do with age. 
A youthful heart and a youthful spirit are 
what really count. So to each and every one 
of you, a reminder from The Clinic Shoe¬ 
makers — you’ll always be young to us! 


SOME STYLES ALSO AVAILABLE IN COLORS . . . SOME STYLES 3%-12 AAAA-E, ABOUT 20.00 to29.00 Slightly Higher Denver West 


For a complimentary pair of white shoelaces, folder showing all the smart Clinic styles, and list of stores selling them, write: 

THE CLINIC SHOEMAKERS • Dept. PN-6, 7912 Bonhomme Ave. • St. Louis, Mo. 63105 
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LIORESAL 

NEW DRUG 

Generic name: 

Baclofen 

Action: 

Skeletal muscle relaxant 

Legend: 

For the alleviation of symptoms of spasticity, clonus and 
rigidity associated with multiple sclerosis, spinal cord 
damage and similar diseases involving the spinal cord. 

Side effects: 

Transient drowsiness, dizziness, weakness and fatigue. 

Channel: 

By mouth 

Dosage: 

5 to 50 mg three to four times daily 

Supply: 

Tablets, 10 mg 

Geigy Pharmaceuticals, Ardsley, New York 

LIBRAX 

RECENT DRUG 

Generic name: 

Chlordiazepoxide hydrochloride (5 mg) and clidinium 
bromide (2.5 mg) 

Action: 

Anticholinergic agent 

Legend: 

Possibly effective as adjunctive therapy in treatment of 
peptic ulcer and in the treatment of the irritable bowel 
syndrome (irritable colon, spastic colon, mucous colitis) 
and acute enterocolitis. Librax is contraindicated in pa¬ 
tients with glaucoma, prostatic hypertrophy or benign 
bladder neck obstruction. 

Side effects: 

Drowsiness, ataxia, confusion, syncope, dryness of 
mouth, blurring of vision, urinary hesitancy, constipation. 

Channel: 

By mouth 

Dosage: 

One to two capsules three to four times daily before 
meals and at bedtime. 

Supply: 

Capsules 

Roche Products, Inc ., Manati, Puerto Rico 

ARTHROPAN REVIEW DRUG 

Generic name: 

Choline salicylate 

Action: 

Antipyretic analgesic 

Legend: 

Indicated for mild to moderate pain, fever, rheumatic 
fever, rheumatoid arthritis and other inflammatory 
conditions. 

Side effects: 

Epigastric discomfort, nausea, anorexia, less irritating to 
stomach than aspirin. 

Channel: 

By mouth 

Dosage: 

One teaspoonful every three or four hours to a maximum 
of six per day. 

Supply: 

Liquid, 870 mg per 5 ml 

Purdue Frederick Company, Norwalk, Connecticut 
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Say hello 
to Spareribs! 

The shoes with ribby new soles 
and fashionto spare! 



We’ve given our soles a ribbing to give you a more 
flexible footstep. Spareribs look fashionable 
and feel fabulous. Our exclusive light¬ 
weight Spareribs sole lets you cover 
a lot of ground without letting you down. 

They comfort and support you every 
step of the way, because we know that 


feeling good is as important as looking good. 
Whether you like your Spareribs 
Smokey or Spicey, the Nurse Mates® 
Day Lites®Dealers in your area 
can fill your order! Spareribs, 
another original look from | 
Nurse Mates/Day Lites. 

Lowell Shoe, Inc., 95 Bridge St., Lowell, MA01852 
Dept. IM4 


Bringing fashion to a uniform world. 
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for the Faint 

VAPOROLE® Brand 
Aromatic Ammonia 

Fresh, 

full-strength, 
reviving vapor, 
the instant you snap 
a capsule of 

Vaporole Aromatic Ammonia. 

It's a snap to open 
and always full 
strength. Boxes of 
12 and 100 


Order your NAPNES 
Recognition Pin 
TODAY 



If you are a member of NAPNES — 
Individual or Per Capita — you’ll be 
proud to wear the NAPNES Recogni- 
nition Pin. The red and white emblem 
measures V«" x V:". Price S10.00 including 
postage. Send your order with check to: 

NAPNES 

122 East 42 Street 
New York, N. Y. 10017 


Rehabilitation — 

Homage and Omission 

Thank you for the March 1978 is¬ 
sue of JPN. I commend you for the 
job you did on the rehabilitation sym¬ 
posium. 

However, there is a glaring de¬ 
ficiency which I feel impelled to point 
out. In the illustration of the “team 
approach to rehabilitation,” there is a 
missing spoke on the team’s or¬ 
ganization wheel. The missing spoke 
(and perhaps the most important in¬ 
dividual in the team approach) is the 
physician in charge. 

George H. Hassard, M.D. 

Chief, Rehabilitation 
Medicine Service 
Birmingham, Alabama 

Proud of His LPN Degree 

I am writing in reference to the 
“Where Are We Headed” article in 
the February 1978 issue of JPN. 

I am currently working in a 400- 
bed medical center. During my ori¬ 
entation there, we had an inservice 
course on Quality Assurance and the 
Nurse Audit. The ideal of “quality as¬ 
surance” is, I suppose, a viable one, 
and honorable enough. But after a 
few months of seeing this process in 
action, it leaves me with the impres¬ 
sion that the patient is becoming a 
nonentity, a label in a disease cate¬ 
gory. 

It seems to me that the patient 
comes first. With all the proposed 
education, we’ll have the best clinical 
specialists and supervisory personnel 
ever available in nursing history, yet 
no one to take care of the patient’s 
simplest needs — treatment, a drink 
of water, even a kind word! Where 
does one draw the line? 

As far as I am concerned, I intend 
to further my education. But I 
worked hard for my LPN degree, I’m 
proud of it, and I don’t think it should 
be taken away because a state legis¬ 
lature and the ANA want to decide 
and re-define my future. 

I intend to re-join my local LPNA 
to help save my title and respect. I 
encourage others to do so! 

Scott Smith, L.P.N. 

Castleton, Vt. 


College Programs for LPNs 

Being an LPN myself, I hate the 
thought that LPNs may be “phased 
out.” I do not want to be a defeatist, 
but from all I’ve heard and read, it 
seems inevitable that LPNs will be re¬ 
placed by RNAs (or whatever the title 
will be). My concern is: what is going 
to happen to the LPN job market? 

While talking to Kristin Gill (“A De¬ 
gree for Practical Nursing?”), she 
stated that LPNs can stand on their 
experience instead of a college de¬ 
gree. This will be fine for a few years, 
but eventually there will be experi¬ 
enced RNAs. Where will we LPNs 
stand then? 

I do not necessarily agree with the 
idea of a degree for practical nursing, 
but if this happens, will there be any 
programs for a current LPN to obtain 
a college degree so that in 1985 or 
whenever, our pay and job 
opportunities will be equivalent to an 
RNA’s? 

Susan Dupont, L.P.N. 

Cleveland, Ohio 


Gifts For Future Growth 

I am writing to thank you for the 
scholarship awarded me through 
NAPNES. The news arrived just be¬ 
fore Christmas and was a pleasant 
surprise. 

I have been looking forward to 
nursing school for a long time and 
am very excited. I now have three 
reasons to work hard and do my best 
— my family, myself, and you. 

Thank you again for being a part 
of my future. 

Donna Schiller, S.P.N. 

Flemington, N.J. 

Thanks to NAPNES for the 
scholarship, which was very much 
needed and appreciated. I hope that 
I may repay this honor by continuing 
to exemplify the NAPNES’ 
philosophy in my role as a licensed 
practical nurse. 

Juanita Lunsford, S.P.N. 

Lutz, Florida 
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editor? memo 


We really hate being spoil sports about the pleasures of summer, 
especially since summer, for most of us, has barely begun. But it’s just be¬ 
cause we know that even the liveliest Fourth of July picnic and the 
balmiest day at the beach, may bring along such nasties as a painful bee 
sting, a severe case of sunburn or sometimes, even a case of poison ivy, 
that we want to review some of the causes and treatment measures for 
these common summer hazards. 

The stings and bites of bees and other flying or crawling beasts are dis¬ 
cussed in detail by Dr. Claude Frazier a leading author on the subject and a 
prominent allergist who strongly advocates revising some of the legislation 
and logic pertaining to insect bites. That poisons may also be lurking under 
your nose and under your feet in the plants in and out of your home is a 
caution offered by Dr. Jay Arena, director of the Poison Control Center at 
Duke University and the author of a leading text on plant poisoning. 

Drs. Arena and Frazier both offer suggestions on precautionary meas¬ 
ures which will be of interest to you and your patients. But soometimes 
precaution fails and someone becomes a victim. 

Many times these seasonal hazards require first aid treatment. Particu¬ 
larly in cases of sudden illness or injury, you may find yourself called upon 
for help. Know what you can and cannot do before you offer aid. Try to 
give the best possible emergency care you can and avoid aggravating the 
illness or injury of the victim. 

Your first considerations, of course, will consist of assessing the vic¬ 
tim’s immediate condition as well as the cause of the injury or illness; en¬ 
suring an adequate airway; controlling bleeding (if any); and instituting the 
specific first aid measures which the particular situation demands. 

After that: 

• Find out exactly what occurred to cause the crisis, injury or illness. If the 
victim cannot give you the necessary information, try to obtain it from 
others present. 

• Look for emergency medical identification on the victim (a bracelet, 
wallet card, etc.). This will tell you important facts concerning the vic¬ 
tim’s present condition, general state of health, and warnings con¬ 
cerning any medications the victim may be taking or should not be 
given. 

• If poisoning is suspected, look for stains or traces of the poisonous sub¬ 
stance around the victim’s mouth. Secure some of the poisonous sub¬ 
stance for later identification. 

• If the victim is unconscious, look for possible evidence of a head injury. 

• Note the victim’s skin color. If it is hard to determine changes in skin 
color, check the color of the mucous membranes on the inside of the 
mouth or lips or the underside of the eye lids. 

• Stay with the victim until he is able to care for himself, can be safely put 
in the care of a friend or relative, or is turned over to other qualified 
medical personnel — physician, hospital emergency room staff, ambu¬ 
lance crew. 

• Know what you can and cannot do. Try to give the best possible emer¬ 
gency cafe and avoid aggravating the injury or illness. 

And now, here’s wishing you a summer high in health and happiness 
and low in hazards. 


SctvVAA V.<AV 



Crixiline- 

The 

Story of 
Comfort 
and 

Security 

There has never been a 
material like Crixiliner 
especially developed for 
ostomy appliances. 

Available only in 
Stomagard™ Ostomy 
Rings, Bags and 
Adhesive Squares. 

Crixiline™ offers 
significant advantages 
in security, comfort and 
economy. 

Especially helpful 
for colostomies 
and ileostomies 

For more information, 
please write or call: 

( 800 ) 325-7122 

In Missouri, dial: 

(314)878-0150 

• Donol 

Laboratories 

St. Louis, Missouri 63043 

A subsidiary of the 

Diamond Shamrock Corporation 
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health hi<)hlight/ 


Fat Cells and Obesity 

Fat cells may be a reality, but they may not be an 
excuse for overweight Americans who need to lose 
moderate amounts of weight. According to a study 
done by Kathryn Mahoney, Ph.D., of the Pennsyl¬ 
vania State University Department of Psychology and 
M.R.C. Greenwood, Ph.D., of the Institute for 
Human Nutrition at Columbia University, individuals 
with an excessive number of fat cells (hypercellularity) 
should have no problem with a moderate weight 
loss — ten to twelve pounds — although they may not 
be able to lose larger amounts of weight. The research¬ 
ers theorize that obese patients could be tested for 
hypercellularity. The results would determine which 
patients are capable of losing large amounts of weight 
and which patients are biologically incapable of it. 


Promising New 
Anticancer Drug 

Vindesine, an experimental new drug derived 
from leaf extracts of the periwinkle plant, has been 
used successfully in the treatment of some forms of 
adult leukemia and acute childhood leukemia, accord¬ 
ing to Medical Chemistry, a publication of the Amer¬ 
ican Chemical Society. The new drug, according to 
the report, produces a complete remission of the ill¬ 
ness and has the advantage of reduced side effects 
and lowered toxicity to the body. 


Stress to Surgical Patients 
Caused by Lack of Sleep 

Hospital noise and postoperative pain may cause 
loss of sleep among surgical patients, according to a 
study done by British researchers. Other factors that 
may contribute to sleeplessness are the effects of anes¬ 
thetics on the brain and the surgery itself. This lack of 
sleep creates additional stress on the patients. 

The study, which analyzed questionnaires given to 
93 surgical patients, suggests that physicians are not 
paying sufficient attention to post-operative pain relief. 


Saccharin Study Announced 

The connection between saccharin use and human 
bladder cancer will be investigated in a nationwide 
study, according to the FDA and the National Cancer 
Institute. The study will involve 9,000 people (3,000 
who suffer from bladder cancer and 6,000 healthy in¬ 
dividuals), cost $1,375,000 and last 18 months. 


Insulation Linked to 
Carbon Monoxide Poisoning 

The increasing incidence of carbon monoxide 
poisoning may be related to the recent fuel crisis and 
to changes in home heating and insulation methods, 
according to two Baltimore physicians. 

Dr. James S. Kelley and Dr. Gregory J. Sopho- 
cleus discussed twelve cases of carbon monoxide 
poisoning that were a result of defective home heating 
systems. The physicians added that “while there is a 
natural tendency toward ‘air-tight’ insulation of 
homes, it is clear that adequate flow of air must be pro¬ 
vided for complete ventilation of the heating element.” 

Carbon monoxide poisoning is difficult to diagnose 
since its symptoms — nausea, dizziness and headache 
— are also common to other illnesses. However, pa¬ 
tients exposed to carbon monoxide poisoning for 
more than twelve hours develop small, flame-shaped 
surface hemorrhages on the retina. According to the 
two physicians, these hemorrhages can be used to 
help diagnose carbon monoxide poisoning. 


Skin Creams Are Acne Culprits 

Women who use commercial beauty aids may un¬ 
knowingly be subjecting their skins to minor infections 
and irritations, according to Dr. Albert Kligman, Pro¬ 
fessor of Dermatology at the University of Pennsyl¬ 
vania Hospital. As many as 15% to 20% of the 
women who use these products are afflicted with 
“acne cosmetica.” Most of these women are over 30. 

The affliction, named by Dr. Kligman, is charac¬ 
terized by blemishes, pimples, and other facial lesions. 
It is caused, the dermatologist says, by vegetable fats, 
olive oil, cocoa butter and lanolin derivatives that are 
used regularly in commercial cosmetics. Many women 
aggravate, rather than alleviate, the situation by apply¬ 
ing more cosmetics. 

Dr. Kligman advises women to stop using cos¬ 
metics which contain the offending chemicals, to apply 
vitamin A cream and to clean the skin regularly with 
mild soap and water. 


The Bottom Line 

The cost of tobacco and alcohol abuse in the U.S. 
may be as much as $60 billion a year, one-fourth of 
the total cost of all illnesses, according to a survey by 
Stuart O. Schweitzer and Bryan R. Luce of the UCLA 
School of Public Health. The two health economists 
claim that both forms of abuse cost the nation more in 
losses in production and earnings than in treatment for 
the medical problems they cause. 
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Practical aids for the LPN/LVN 


from McGraw-Hill— 


Try them FREE for BO days. 

Simply fill out and mail the form below right now. 


PRIMARY HEALTH CARE OF THE WELL ADULT 
By Nancy Diekelmann 

Here's a quick, practical resource helping you to educate healthy young, 
“middle,” and older adults so they slay healthy. This resource gives you 
practical information, intervention case studies, and examples of patient/ 
nurse interactions. They all show you how you can best teach clients to pre¬ 
vent health problems. They include counseling guidance on all aspects of 
prevention, including: nutrition, exercise, sexuality, diet, recreation, sleep 
patterns, and coping with drastic life changes. 

1977,243 pages,(paperbound), $6.95 
NUTRITION IN CLINICAL CARE 

Edited by Rosanne Beatrice Howard and Nancie Harvey Herbold 

This case-oriented clinical guide helps you to solve practical clinical prob¬ 
lems by spelling out practical ways to use nutrition and diet to help patients 
of different age groups suffering from many different pathophysiological 
conditions, including cancer and nutritional deficiencies. 

1978, 628 pages, $14.95 

DRUG INTERACTIONS 

By John D. James, Mark Braunsteln, Arnold Karig, and Edward Hartshorn 

Save time with this complete guide to drug interactions and their; relative 
severity. It’s small enough to carry in your pocket but contains every likely 
interaction between 3,000 generic drug ingredients. 800 product or brand 
name drugs are all identified and cross-indexed according to generic 
make-ups. 

1978, 608 pages.(paperbound), $12.95 


THE DYING CHILD 
By Jo-Eileen Gyulay 

Emphasizing the need to help parents and other survivors to deal emotion¬ 
ally with the realities of a child's death, this book helps you to cope in an ef¬ 
fective, understanding manner with dying children and their families. This is 
also the first book to provide guidelines for dealing with the "special" child 
involved in terminal illness, such as an emotionally or physically handi¬ 
capped child, or children of single parent families, twins, or adopted children. 

1978.192 pages, S8.95 

PROBLEM-ORIENTED NURSING ASSESSMENT 
By Patricia Larkin and Barbara Backer 

Sharpens techniques for basic interviewing, history-taking, physical and 
mental examination, and starting a useful data base. 

1977.192 pages, paperbound, $6.95 

HUMAN COMMUNICATION, The Matrix of Nursing 
By Margaret Pluckhan 

Sharpen up a skill essential for nursing success with this book. It helps you 
to hone your communication skills to a fine edge and then put them to work 
easing your interactions in the basic nursing process, the nurse/client rela¬ 
tionship, every-day problem solving, management tasks, teaching, and per¬ 
formance evaluation. 

1978.192 pages, $7.95 


If form is already detached, send your order or inquiry directly to McGraw-Hill Book 
Co./RO. Box 400/Hightstown, N.J. 08520. 



MATERNAL AND INFANT DRUGS AND NURSING INTERVENTION 
By Jean Dickason 

Detailing the pre- and post-natal effects of a wide variety of drugs, this in¬ 
valuable reference alerts you to possible drug problems and provides 
guidelines for assessment, observation, and intervention in problems related 
to drugs and pregnancy. 

1978, 352 pages,(paperbound), $7.95 

COMPREHENSIVE PSYCHIATRIC NURSING 

Edited by Judith Haber, Anita Leach, Sylvia Schudy, and Barbara Sideleau 

Here’s how to use the full range of psychiatric/mental health nursing tech¬ 
niques to interact effectively with both normal and disturbed individuals and 
families both inside and outside the hospital. For example, even if your 
psychiatric nursing training and experience are limited, this guide helps you 
to deal with problems such as patients inmed-surg units who are troubled by 
disorientation, body image, grief, organ transplants, or impending death. 

1978, 752 pages, $17.95 


ALSO AVAILABLE FROM McGRAW-HILL IN 1978- 

Three new journals giving an in-depth focus on essential nursing skills: 

ISSUES IN COMPREHENSIVE PEDIATRIC NURSING 

(bimonthly—$18.00 per year) 

ISSUES IN MENTAL HEALTH NURSING (quarterly—$20.00 per year) 

ISSUES IN HEALTH CARE OF WOMEN (bimonthly—$20.00 per year) 

To start your 1978 subscription to any journal, send your order along with 
your check or purchase order for the amount indicated to Fanny Esposito / 
Health Professions Publishing Group / McGraw-Hill Book Company /1221 
Avenue of the Americas / New York, N.Y. 10020. 


Teaching a Course? McGraw-Hill can make it easier for you with a full line 
of highly effective instructional materials. For full information, send your in¬ 
quiry directly to Robyn Stack, McGraw-Hill Book Company, 1221 Avenue of 
the Americas, New York, N.Y. 10020. Please specify your organization, the 
name of your course, your present text, and your usual student enrollment. 
Thank you. 
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Since most fatalities due to severe systemic reactions from insect 

bites occur within the first half hour and ... in some cases, as Claude Frazier M D 

swiftly as within three to five minutes . . . immediate treatment for ' 

even a mild systemic reaction is necessary. 

Claude Frazier speaks out for the important role the LP/VN can 
and should play in helping victims of insect bites. Knowing what to 
do is one of the solutions he proposes. Being allowed is another. 


Insect Stings 

What THEY Can Do 
What YOU Can Do 



Claude A. Frazier, M.D., a widely recog¬ 
nized expert in insect allergy, has a private 
practice limited to allergy in Asheville, North 
Carolina. 

Dr. Frazier is the editor of the Annual Re¬ 
view of Allergy and Current Therapy. He 
has more than two dozen books to his credit, 
including Insect Allergy (1969), Surgery and 
The Allergic Patient (1971), Dentistry and 
The Allergic Patient (1973), Parents’ Guide 
to Allergy in Children (1973), Coping With 
Food Allergy (1974) and Psychosomatic As¬ 
pects of Allergy (1977). Additionally, he has 
written numerous articles dealing with al¬ 
lergy for many professional journals in the 
health care field. 


He is a Diplomate of the American Board 
of Allergy and Immunology, serves as a re¬ 
gional consultant to the Children’s Asthma 
Hospital and Research Center in Denver, 
Colorado and has served on many commit¬ 
tees of the American College of Allergists 
and the American Academy of Allergy. 

In addition to his involvement in the medi¬ 
cal field, Dr. Frazier is also a weekly con¬ 
tributor on religion related subjects to The 
Asheville Citizen Times, a weekly broad¬ 
caster on several television and radio stations 
in North and South Carolina and the author 
of numerous books on religion and medi- 


Summer spells picnics and a lot of 
time spent outdoors in the welcome 
company of friends and in the unwel¬ 
come company of bees and other in¬ 
sects. Most people find these animals 
a nuisance, and when they bite or 
sting, a painful nuisance, for no one 
is immune to the discomfort of their 
venom. But for about four out of 
every thousand people, a sting can 
spell disaster, because it can cause 
severe systemic symptoms. 

More Dangerous Than a 
Rattlesnake 

Of all venomous animals in this 
country, bees were responsible for 
more deaths than rattlesnakes, ac¬ 
cording to a study conducted over a 
nine year period. 1 Somewhere be¬ 
tween forty and a hundred fatalities 
due to insect stings are recorded 
each year in this country, but it is my 
belief, shared by many other al¬ 
lergists, that this statistic represents 
only the tip of the iceberg since many 
such deaths are simply attributed to 
such diagnoses as “natural causes” 
or “heart attack.” 

A case in point is that of a farmer 
who fell dead from his tractor while 
plowing in a field. Although his wife 
had heard him cry out just before he 
fell that he had been stung, and he 
had suffered a severe allergic reac¬ 
tion to insect stings in the past, the at¬ 
tending physician nonetheless con¬ 
cluded that he had died of natural 
causes. Medical personnel, physi¬ 
cians included, find it difficult to be¬ 
lieve that the sting of one or two bees 
or yellow jackets or wasps could kill. 


12 The Journal of PRACTICAL NURSING 











Also, the lesions left by the stinging 
insect are easily overlooked. 

Allergic reactions to insect stings 
(or bites) can be both perplexing and 
unpredictable. The patient may have 
been stung many times before with 
no more than a normal reaction of a 
little pain, a red spot, perhaps some 
edema at the site, and subsequent 
itching. Then, out of the blue, 
he/she may suffer a systemic reac¬ 
tion, perhaps severe enough to be 
fatal. 

Recognizing Systemic 
Reactions 

Symptoms of a generalized sys¬ 
temic reaction to insect stings fall into 
the following broad general cate¬ 
gories: 2 

Slight general reaction. Gen¬ 
eralized urticaria, itching, malaise, 
anxiety. 

General Reaction. Any of the 

above, plus any two or more of the 
following: generalized edema, con¬ 
stricted feeling in chest, wheezing, 
abdominal pain, nausea and/or 
vomiting, dizziness. 

Severe general reaction. Any 
of the above plus two or more of the 
following: dyspnea, hoarseness or 
thickened speech, marked weak¬ 
ness, confusion, feeling of im¬ 
pending disaster. 

Shock reaction. Any of the 

above plus two or more of the follow¬ 
ing: cyanosis, drop in blood pres¬ 
sure, collapse, incontinence and un¬ 
consciousness. 

It is vital to realize that what may 
appear initially as symptoms of a 
mild systemic reaction can swiftly 
escalate into anaphylactic shock. 
This is true whether the patient is re¬ 
acting to an insect, a drug, or even a 
food. Most fatalities due to a severe 
systemic reaction occur within the 
first half hour, many within the first 
ten to fifteen minutes, and some as 
swiftly as within three to five minutes. 
Thus, immediate treatment for even 
a mild systemic reaction is vital. 

How You Should Respond 

What can an LP/VN do when 
confronted by such a reaction? 
Under present legal restrictions, the 
same as any first aider. (See ac¬ 
companying box on first aid equip¬ 
ment.) 

In the case of a honey bee sting, 
this includes scraping out (never 
squeezing) the stinger to prevent 
more venom from being pumped 


into the wound from the attached 
venom sac. 

Other steps the LP/VN can take 
include the following: 

• If the patient has been stung or in¬ 
jected in a limb, apply a tourniquet, 
but be certain that it is not so tight 
that the pulse in the limb becomes 
undetectable. The tourniquet should 
be loosened every three to five min¬ 
utes to make sure that the blood sup¬ 
ply is not shut off to the limb. 

• If the sting is on the neck or in an¬ 
other area where a tourniquet is not 
practical to use, ice packs can be ap¬ 
plied to slow the absorption of 
venom. 

• In all cases, the LP/VN should 
maintain an airway and, if possible, 
monitor blood pressure and pulse. 

• Most importantly, the LP/VN 
should help to get the patient to the 
nearest physician or hospital as 
quickly as possible. 

A Three-Pronged Approach 
to Reduce Fatalities 

It is the swiftness with which symp¬ 
toms of a severe systemic reaction 
can develop and move so rapidly to¬ 
ward a fatal outcome that has 
prompted me to advocate a program 
of training designated individuals 
such as LP/VNs, school nurses, 
paramedics and rescue squad work¬ 
ers to recognize such symptoms. 


I would like to see developed a na¬ 
tionwide program of special training, 
much along the lines of the present 
CPR (Cardio-Pulmonary Resuscita¬ 
tion) program. Secondly, trained 
personnel should be allowed to ad¬ 
minister a premeasured dose of epi¬ 
nephrine, the only drug that can 
stave off anaphylaxis long enough to 
get the victim to further medical aid. 
As the laws now stand in most states, 
prescription drugs like epinephrine 
can only be administered by licensed 
practitioners. 

Furthermore, in most states, the 
kit is obtainable only on a physician’s 
prescription and can be administered 
only with his express authorization. 
State legislatures need to broaden 
such laws to cover specifically trained 
individuals. 

Epinephrine Belongs 
With the Bandages 

The third recommendation is that 
those who receive special training 
should carry an insect sting kit as a 
regular item in their first aid supplies. 

These kits, which contain epi¬ 
nephrine, should be on hand wher¬ 
ever and whenever the public could 
encounter stinging or biting insects, 
yet are some distance from the near¬ 
est physician or hospital. 

The kit is small and compact and 
easily carried in the bottom of a 
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“Given the speed with which a reaction can occur, prompt action can make a 
critical difference in the victim’s response.” 




Two popular insect sting kits 


purse, fishing creel or golf bag, in a 
pocket or in the glove compartment 
of a car. It contains two premeasured 
doses of epinephrine 1:1000 to be 
injected subcutaneously. 

At present there are two kits on the 
market. The one type contains a sin¬ 
gle two dose sterile syringe of epi¬ 
nephrine with a stop between each 
dose, a tourniquet, several sealed al¬ 
cohol swabs, and several antihista¬ 
mine tablets. The second kit contains 
premeasured epinephrine in sterile 
ampules with two accompanying 
sterile syringes, a tourniquet and 
swabs, but no antihistamine tablets. 

The first kit has the advantage of 
the preloaded syringe and the disad¬ 
vantage of the antihistamine tablets, 
which a victim loath to use the nee¬ 
dle on himself might consider suffi¬ 
cient self-treatment. The tablets, of 
course, would not alter the progres¬ 
sion of systemic symptoms. The sec¬ 
ond type of kit has no antihistamine. 
To administer the epinephrine, the 
victim must break open the ampules 
and fill the syringes, a difficult task for 
a non-medically trained person who 
may be in a state of panic. 

The kit is designed for emergency 
use on the spot and is as effective for 
an allergic reaction to a drug or a 
food as it is for such reactions to in¬ 
sect stings or bites. 


Protection for Potential Victims 
Preparedness & Desensitization 

For most people who have had 
adverse reactions to insect bites, de¬ 
sensitization offers a good deal of 
protection. However, even though 
desensitization has been initiated, 
such a patient will be vulnerable until 
an adequate level of desensitization 
is reached. Even when my patients 


Recommended 
Emergency 
First Aid Supplies 
For Treatment of 
Allergic Reactions 

1. Tourniquet: apply to arm or leg 
above site of sting. 

2. Tweezers: remove sting promptly, 
using care not to squeeze venom 
sac. 

3. Disposable syringe and needle 
with epinephrine solution: inject 
contents into cleaned skin area 
above tourniquet in upper arm or 
thigh or 

Aerosol inhaler with epinephrine 
or isoproterenol solution: inhale 3 
or 4 whiffs; repeat at 3- or 4-min. 
intervals as necessary. 

4. Isoproterenol tablets: place under 
tongue and let dissolve; repeat in 5 
to 10 min. if necessary. 

5. Antihistamine: take orally. 

6. Cold packs: apply to sting area. 

From Poisoning, Second Edition 
by Jay M. Arena, M.D., (Spring- 
field, Illinois: Charles C. Thomas), 
1970, p.461. 


do arrive at a maintenance dose, I 
recommend that they keep the kit 
conveniently at hand. 

All people who have suffered an 
allergic reaction to an insect sting or 
to a drug or food, should keep such a 
kit handy and be carefully instructed 
in its use. This is also true for parents 
of children who suffer from such al¬ 
lergies. 

Desensitization involves injection 
of whole body extract (WBE). The 
starting concentration of WBE is de¬ 
termined by cautious skin testing, 
since some patients can be so hyper¬ 
sensitive as to make even a mild 
dilute concentration hazardous. 


Many physicians, including my¬ 
self, employ mixed whole body ex¬ 
tract for two reasons. First, many 
people who are stung are not entirely 
sure what kind of insect attacked 
them. In the confusion and excite¬ 
ment, it is easy to confuse one flying 
insect with another. Secondly, in¬ 
dividuals allergic to one insect’s 
venom very often will also be allergic 
to that of others, since cross reactivity 
is common. 

Once the starting concentration 
has been determined, I increase the 
strength of subsequent injections as 
rapidly as the patient can tolerate 
until he/she arrives at a 1:10 con¬ 
centration. I maintain the patient at 
this level with injections every seven 
days from the middle of April until 
the middle of October and about 
once every three weeks thereafter. 

Increase Public Awareness 

Even with the availability of de¬ 
sensitization procedures, many se¬ 
vere, even fatal system reactions oc¬ 
cur because the victim is unaware of 
his/her allergy or is not adequately 
protected by desensitization. 

Given the speed with which a re¬ 
action can occur, prompt action can 
make a critical difference in the vic¬ 
tim’s response. The recommenda¬ 
tions I have outlined are not going to 
happen overnight. But I hope 
LP/VNs, other members of the 
health profession and all groups con¬ 
cerned about medical care will get 
behind such an effort. The yearly toll 
of those who die from severe allergic 
reactions is, for the most part, entire¬ 
ly unnecessary. Tragically, these 
needless deaths often occur to those 
who have a good part of their lives 
ahead of them. 
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As the temperature rises, 
you’ll see more patients 


HEAT 
REACTIONS 


A guide to help you recognize 
and respond to heat stroke 
and common heat reactions 


Eve S. Hammerschmidt 

As you read this — probably some¬ 
time in June — it may be a lovely 
spring day. Perhaps you are breath¬ 
ing a sigh of relief that another long, 
cold winter is behind you. Perhaps it 
is even a hot day, one of those pre- 
view-of-summer days. Temperature 
is well into the 90’s, the air feels 
humid and sticky. In short, it’s brow 
mopping time. 

But no matter what the weather 
may be today, for most of us, the hot 
days of summer will soon be here. 
And with the hot weather will come 
the annual increase in cases of heat 
cramps, heat exhaustion and heat 
stroke. Severe sunburn will also bring 
victims into your care. So, it is none 
too soon to review the causes and 
symptoms of these hot weather afflic¬ 
tions. (Strictly speaking, sunburn 
may, of course, occur in cooler and 
even cold weather. It just occurs 
more often during the hot summer 
months.) 

Since heat cramps, heat exhaus¬ 
tion and heat stroke are interrelated, 
these will be discussed first, together 
with first aid measures and preventa¬ 
tive suggestions which could lower 
the severity and incidence of these 
heat reactions considerably. 

Who is Most Susceptible? 

Generally, the individuals most 
likely to suffer heat cramps, heat ex¬ 
haustion and heat stroke, are: the 
elderly and the old, the very young, 
obese persons, alcoholics and 
chronic invalids. Almost anyone, 
however, can succumb at sometime, 
especially during prolonged spells of 
excessively hot weather in climates 
which are moderate at other times. 


Can Heat Reactions 

Be Prevented? 

To a large extent, yes. Here’s how: 

• In extremely hot weather avoid 
strenuous work or exercise. 

• Allow time for your body to adjust 
as you go from a cool environ¬ 
ment into a hot one. 

• On very hot days take extra salt in 
food or drink before exertion. A 5 
grain salt tablet should be dis¬ 
solved in a full glass of water to 
avoid causing possible nausea or 
pain. 

• Take extra liquids during periods 
of hot weather and before ex¬ 
treme or unusual exertion. 12-15 
glasses of water are not too much 
at such times. 

• Get extra rest on hot days (and 
nights). 

• Wear light, loose and porous 
clothing. 

• Take cool, not cold, showers or 
baths. Cold water tends to lower 
body temperature, increasing sus¬ 
ceptibility to subsequent over¬ 
heating. 

• Eat lightly. Heavy meals tend to 
increase body temperature by rais¬ 
ing metabolism. 


What is the Difference 
In Heat Reactions? 

The three heat reactions, in the order 
of increasing seriousness, are dis¬ 
cussed below: 

Heat Cramps are sudden muscle 
cramps, usually in the legs or ab¬ 
domen. They are caused by exces¬ 
sive Salt loss due to profuse perspira¬ 
tion during or immediately after 
strenuous exercise in extremely hot 
weather. They may also be caused 
by an inadequate intake of salt. 

Heat Exhaustion (also known as 
heat prostration) is a vasomotor col¬ 
lapse caused by the body’s inability to 
supply peripheral blood vessels with 
sufficient fluids to produce adequate 
perspiration on very hot days. 

Symptoms include: Dizziness, 
faintness (and, at times, actual loss of 
consciousness), muscular weakness, 
headache, nausea, vomiting, in¬ 
voluntary bowel movements. In rare 
instances, death may occur. Skin is 
usually pale and moist; cool and 
even cold. Pulse may be weak and 
breathing shallow. Body temperature 
is usually normal or subnormal. 

Heat Stroke is the most life- 
threatening of the three heat reac- 
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tions. Heat stroke and sun stroke are 
essentially similar conditions, al¬ 
though the former is caused by heat 
and the latter by the sun’s rays. Heat 
stroke occurs when the body cannot 
cope with increasing external as well 
as internal heat. The potential victim 
may at first perspire profusely while 
performing strenuous physical exer¬ 
cise in extremely hot weather. He 
may then become dehydrated and 
subsequently fail to produce suffi¬ 
cient perspiration to maintain normal 
body temperature. 

The most important symptom of 
heat stroke is abnormally high body 
temperature — often ranging be¬ 
tween 105° and 110°. Skin will feel 
hot and may appear flushed. Pulse is 
usually rapid and strong. Other 
symptoms are similar to those of heat 
exhaustion: faintness, headache, 
weakness, nausea. There may be 
convulsions, collapse and death. 

Unfortunately, a victim of heat 
reaction may suffer from a combina¬ 
tion of heat exhaustion and heat 
stroke. Physical symptoms, there¬ 
fore, may not always be clear cut. 


What is the Treatment 
For a Heat Reaction? 

Heat Cramps are the least serious 
heat reaction but treatment is neces¬ 
sary to alleviate symptoms and pre¬ 
vent recurrence. Massage the 
cramped muscles gently or exert 
pressure on the muscles with the flat 
of the hand, to relieve spasms 
and/or pain. Get the victim into a 
cool, shady spot and have him lie 
down. Give sips of salted water (1 


tsp. of salt per full glass of water) un¬ 
til victim has had a total of approxi¬ 
mately 2 tsps. of salt over a period of 
one to two hours. Give him extra 
water for the next few hours and 
have him rest for several hours. 

Heat Exhaustion should be treated 
as though the victim were in shock, 
except that it is necessary to cool the 
victim. Move him to the coolest spot 
available, have him lie down and 
raise his feet about 10 inches. 
Loosen his clothing and cool his 
head with cold, wet cloths or an ice 
bag. Do not give stimulants. Give 
victim sips of water with added salt 
(see above) but if he vomits, discon¬ 
tinue fluids. 

If necessary, have victim taken to a 
hospital where intravenous salt solu¬ 
tion can be administered. Have vic¬ 
tim rest for several hours and if attack 
has been severe, have him rest for 
several days. 

Heat Stroke is a life threatening 
medical emergency. Prompt treat¬ 
ment, however, can save lives. First 
aid measures should be directed ini¬ 
tially and primarily towards cooling 
the victim’s body temperature since 
highly elevated, prolonged body 
temperature may cause serious 
permanent damage to the brain and 
the entire nervous system. 

Move the victim to the coolest spot 
available. Call a physician. Loosen 
victim’s clothing and lie him on his 
back with head and shoulders ele¬ 
vated. Take body temperature as 
soon as possible. (In the absence of a 
thermometer feel the victim’s skin.) 
Start treatment to reduce body 
temperature immediately. 


Use any of the following cooling 
methods: 

• Place victim in tub of cool water. 

• Wrap victim in wet sheet, keep 
sheet wet. 

• Spray victim with cool water from 
a garden hose. 

• Remove victim’s clothes and 
sponge body with cool, wet 
cloths. 

• Place an ice bag (or wrapped ice 
cubes) on victim’s forehead. 

• Fan victim or place him near an air 
conditioner. (Drafts promote cool¬ 
ing of the body.) 

Observe victim closely during 
these measures and note the effects 
on his body temperature and skin. If 
skin becomes hot again, rub his wet 
limbs in the direction of the heart to 
stimulate circulation. 

If victim is conscious, give him sips 
of cool water. Do not give stimulants. 
Treatment should continue until vic¬ 
tim’s body temperature has been 
lowered to 102°. Care should be 
taken that the victim is not over¬ 
chilled once his body temperature 
has been lowered. Check the body 
temperature frequently. If it rises 
again, treatments to lower it must be 
started once more. 

Heat stroke victims require hos¬ 
pitalization after emergency meas¬ 
ures have been taken, even if they 
have responded well to such first aid 
measures. 

Often there may be impaired body 
heat regulation for several days fol¬ 
lowing an attack of heat stroke. A 
lowered tolerance to external heat 
may even persist for years or for the 
rest of the victim’s life. 
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A Golden Suntan. 
At What Cost? 

• Painful sunburn, blisters, fever? 

• Prematurely aged skin? 

• Precancerous, cancerous, or skin 
growths? 


W E HAVE become a nation of 
sun worshipers. Our pursuit 
of the sun has exploded into a year- 
round preoccupation. Regardless of 
the season, we go where the sun is to 
ski, swim, play tennis, boat, golf, 
garden, bike, fish or simply stretch 
out in its warmth. 

Many people think a suntan makes 
them look more attractive. Perhaps 
that’s true; it certainly is the fashion 
to have a tan now. But it wasn’t al¬ 
ways. Fifty years ago Americans 
prized fair, delicate-looking skin. 

Some people think soaking up the 
sun makes them healthy. In general, 
that isn’t so. Except for sometimes 
helping to relieve such conditions as 
asthma, aching joints, acne, and 
psoriasis, the sun’s health benefits 
are primarily psychological. The bed¬ 
rock truth is, too much sun is harm¬ 
ful. 

The Risks of Overexposure 

An immediate result of overexpo¬ 
sure to the sun’s ultraviolet rays is se¬ 
vere sunburn. Many of us have suf¬ 
fered the painful blisters, fever and 
other discomforts that come from too 
much sun too fast. 

Another result of too much sun is 
prematurely aged skin. While we 
seek a tan to make us look young 
and vibrant, the sun is hard at work 
making us look old — giving us 
wrinkles and a tough, leathery look. 
With enough time, the sun weakens 
the skin’s elasticity, and can also 
cause dark patches and scaly grey 
growths called keratoses, which are 
often pre-cancerous. Children and 
teenagers basking unconcernedly in 
the sun today will eventually have to 
pay the price, unless they begin to be 
careful now. 

Sunburn and prematurely-aged 
skin are not the worst results of con¬ 
stant overexposure to the sun. Skin 
cancer is. 

Almost all of the 300,000 cases of 
this disease developed by Americans 
annually are considered to be sun-re¬ 
lated. Fortunately, if treated in time, 
these skin cancers are very curable. 



Reactions 


Fortunately, too, skin cancer 
has visible early warnings: 

1. A sore that does not heal. 

2. Change in size or color of a 
wart or mole. 

3. Development of any un¬ 
usual pigmented area. 

Most often these will not be can¬ 
cerous, but only a doctor’s examina¬ 
tion can determine that. If found 
early enough, skin cancer can be re¬ 
moved with little trouble. Found very 
late or left untreated, serious scars 
and, very occasionally, death can re¬ 
sult. 

There is one rare form of skin can¬ 
cer, melanoma, which accounts for 
most of our nation’s 6,000 skin can¬ 
cer deaths each year. It is not pri¬ 
marily sun-related. Melanoma’s 
warning signals are exactly the same 
as those for sun-related skin cancers, 
so it is especially important to see a 
doctor if you notice any of these 
early signs. 

Skin Color and Susceptibility 

Some people are at greater risk 
from sun damage than others. Blacks 
are relatively safe because their skin 
pigment provides good protection 
from ultraviolet damage. Among 
whites, those with olive-toned skin 
usually tan quite easily. It is those 
with the fairest skins, notably red¬ 
heads or blonds who usually do not 
tan well. These are the people who 
should take special precautions. And 
all men and women whose jobs de¬ 
mand long exposure should be 
aware of the sun’s hazards. 


Specific temporary situations can 
cause unexpected trouble for many 
sun bathers. Certain drugs can make 
the skin more susceptible to burning. 
These include some antibiotics, or 
antibacterial agents in medicated 
soaps and creams, even barbiturates 
and birth control pills. Note, too, that 
some perfumes, dabbed where the 
sun strikes, can cause a sensitive 
reaction. 

Despite increasingly frequent 
warnings from medical experts, and 
regardless of the inevitable damage 
to their skin, most people seem un¬ 
willing to give up their sun-centered 
life style. If you are one of these, at 
least learn to sun with relative safety. 

Sun before 10:00 A.M. and after 
3:00 P.M., when ultraviolet rays are 
weakest. If that seems too restrictive, 
lie out a maximum of 15 minutes 
during the danger hours. 


Using Sunscreens 

The best cover-up available is a 
chemical one — any of the popular 
brand name sunscreens that contain 
PABA (para-aminobenzoic acid). 
These preparations absorb ultraviolet 
rays and allow gradual tanning. They 
work most effectively if applied about 
45 minutes before exposure, and 
should be reapplied after swimming 
or perspiring. Check the labels for 
PABA before buying sun lotions. 
Even with a protective PABA sun¬ 
screen, a good general sun tanning 
program is 15 minutes the first day 
during high radiation hours, and five 
(Continued on page 31) 
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Poisons 

in the garden 


Jay M. Arena, M.D. 
James W. Hardin 




What do these plants have in common? 

Azalea, Sweet Pea, Holly, English Ivy, Mountain Laurel, Lily-of- 
the-Valley, Philodendron . . . 

They are all poisonous. 

AH of these plants, as well as many others we are familiar with, 
are potential poisoners. Each can (and all too often does) cause 
serious illness and even death. 

With the approach of summer and the growing popularity of 
outdoor activities, the incidence of plant poisoning will, no doubt, 
rise once again. At this time of the year, chances are high that you 
will be seeing patients with some kind of acute plant poisoning. 
And the sad fact is that with sufficient knowledge and a minimum of 
precaution, many of these cases of plant poisoning could easily be 
prevented. 

To help you identify poisonous plants, to spot possible cases of 
plant poisoning in your patients (as well as in members of your fami¬ 
lies) and to deal with confirmed cases, JPN presents material pre¬ 
pared by Jay M. Arena, M.D., and James W. Hardin. 

This information is excerpted from their book, Human Poison- 
lug from Native and Cultivated Plants, published by Duke Uni¬ 
versity Press. 
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Know: 

What Plants Can Poison 
How to Recognize Them 
What To Do For Poisoning 


Almost every person has at one 
time or another suffered from the al¬ 
lergies, skin rashes or minor wounds 
inflicted by certain kinds of plants. 
Others learn even harder lessons: 
more than 15,000 Americans are in¬ 
ternally poisoned by plants each year 
and over 100 of them die. And the 
dangerous and bothersome poison¬ 
ous plants that cause all of this trou¬ 
ble surround us every day of our 
lives. Seldom is a poisonous plant 
out of reach. They grow wild and are 
carefully cultivated as ornamentals; 
we plant them in our gardens and 
pick them in fields and forests. They 
are in our flower beds, in our vege¬ 
table gardens, around the house and 
in it. They are found among algae, 
fungi, ferns, herbs, vines, shrubs and 
trees. Some of our most highly 
prized ornamentals are extremely 
dangerous. 

The term “poisonous plant” desig¬ 
nates many kinds of plants which 
may produce a wide range of poison¬ 
ous or disturbing effects. These ef¬ 
fects may generally be classified as: 

• Allergies — or allergic reactions to 
windblown spores and pollen 

• Dermatitis — or skin irritation 
caused by direct or indirect con¬ 
tact with a plant. 

• Internal poisoning caused by 
eating plant parts. 

• Mechanical injury from sharp 
prickles, spines or thorns found on 
many plants. This last category 
may not be considered true 
poisoning but mechanical injury 
may lead to secondary infections 
requiring medical attention. 
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Ways to avoid plant poisoning 

1. Become familiar with the dangerous plants in your area, yard, and 
home. Know them byn 

2. Do not eat wild plant Ivor's, unless positive of 

identification. 

3. Keep plants, seeds, frul 

4. Teach children at an_ 
parts out of 
poisonous plaVitsj 

5. Teach efyldrerktc 
your/rea, 

6. Be certain y 
Jr fmitSpStei 

7. Do not alloy 



its and plant 
potential danger of 

iauses^)dermatitis in 

[aythings (seeds 
irslih^allqws. 

‘tea” from 


i-poisonous 
know exactly what they 

11. RemembW/lpeating andjeodklng do not always destroy the toxic sub¬ 
stance. 

12. Store labelecTbulbs and segdr^feVaisifly from children and pets. 

13. Do not make homeftrademedicines from native or cultivated plants. 


Do Not Disturb Some Plants — 
Or They Will Disturb You 

Under normal circumstances no 
adult would think of touching or 
eating poisonous plants, yet they are 
touched and even eaten accidental¬ 
ly or swallowed thoughtlessly. Many 
poisonous plants have such an un¬ 
pleasant taste that it is not likely that 
any adult would chew on them very 
long or swallow them. But some 
poisonous plants are not at all dis¬ 
tasteful and may be eaten in enough 
quantity to cause serious disturb¬ 
ances or even death. Fortunately, 
relatively large amounts of most 
plants are necessary to produce seri¬ 
ous or fatal poisoning in adults. 

The situation with regard to chil¬ 
dren is much more dangerous. Small 
children have a great curiosity and 
will often chew on anything within 
reach. Much smaller amounts of the 
toxin are needed to cause severe or 
fatal results. One or two seeds could 
cause death. Some youngsters will 
sample almost anything (no matter 
how bad the taste) especially in play 
or when there is a dare involved. 

We do not wish to recommend the 
elimination or eradication of native 
and exotic plants which are poison¬ 
ous, and by no means do we want to 
make people afraid to venture out of 
doors. All dangers cannot be re¬ 
moved from our surroundings, but 
we can learn to recognize and avoid 
them. We hope that an awareness of 
these potential dangers, with appro¬ 
priate education of children, can 
measurably decrease the number of 
cases of plant poisonings that occur 
each year. Plants known to be dan¬ 
gerous should be given the same re¬ 
spect as other, more publicized, 
household hazards. There is little ex¬ 
cuse for the fact that most plant 
poisonings occur in the home or 
yard. 

Airborne Allergies 
Provoked by Plants 

Allergy is a condition of unusual 
sensitivity which certain individuals 
may have or develop to substances 
ordinarily harmless. These sensitizing 
substances are called allergens. 
Spores from numerous fungi, some 
soil algae, and pollen grains from 
seed plants cause allergic reactions in 
susceptible individuals. These wind¬ 
blown plant structures (aero-al¬ 
lergens) are “poisonous” in the broad 
sense. There are estimated to be thir¬ 
teen million sufferers from plant 
aero-allergens each year. 


Fungi are all around us. The 
spores are microscopic in size and 
are easily carried in the atmosphere. 
The humid areas of North America 
have a fairly high and constant count 
of atmospheric fungus spores. Cer¬ 
tain microscopic soil algae are also 
wind-blown and cause allergic reac¬ 
tions. 

Pollen counts are more seasonal 
depending upon the flowering period 
for certain plant species. There are 
generally three seasonal peaks in the 
frequency of pollen in the atmos¬ 
phere. The first is in the early spring, 
caused by the early flowering of such 
trees as oak, elm, cedar (juniper), 
maple, sycamore, ash, alder, birch, 
poplar, hickory, beech, and others 
throughout the country. The counts 
are highest in the deciduous forest 
area of the eastern United States and 
amount to a few hundred pollen 
grains per cubic yard of atmosphere. 
The problem of treatment is compli¬ 
cated by the great number of differ¬ 
ent kinds of trees involved. 

The second peak in pollen fre¬ 
quency comes in midsummer and is 
caused primarily by grasses of vari¬ 
ous types, some herbs, and a few 
late-flowering trees. The counts at 
this time may also be a few hundred 
grains per cubic yard of atmosphere 
and are fairly equally distributed 
throughout the country. 

The third and highest peak comes 
in the fall with the flowering of rag¬ 
weeds and a few other herbs. Rag¬ 
weeds are found throughout the 


country, and the pollen is by far the 
most abundant and most toxic of all 
aero-allergens. Ragweed counts 
range from a few hundred to nearly 
two thousand grains per cubic yard 
of atmosphere. Most of the eastern 
United States has a high count, but in 
the plains area between the Rockies 
and the Appalachians the great 
abundance of ragweed pollen is 
astonishing. This “breadbasket of 
America” is a veritable pollen basket 
as well, for almost every wheat field 
is also a ragweed field. 

There are a few real refuges from 
ragweed pollen. Very low counts are 
found in northern Wisconsin, the 
upper peninsula of Michigan, the 
mountains of upper New York, 
Maine, and New Hampshire, central 
and eastern Canada, southern Flor¬ 
ida and the Caribbean, and west of 
the Rocky Mountains. Alaska and 
Hawaii have hardly any ragweed 
pollen. 
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Hay fever, untreated, may lead to 
asthma and other serious complica¬ 
tions. The asthmatic child, if his par¬ 
ticular sensitivity is not detected and 
if proper care is not given, may be re¬ 
tarded physically and may have 
permanent involvement of the heart, 
lungs, and chest wall with invalidism. 
If allergy is suspected, see your 
physician or allergist as soon as pos¬ 
sible. 


Lovely To Look At 
Terrible To Touch 


There are numerous plants which 
may cause dermatitis, an irritation to 
the skin. Any one individual may be 
susceptible to many of these plants, 
to only a few, or to none at all. 
Dermatitis, like allergy, is dependent 
upon a previous sensitivity of the in¬ 
dividual. 

The degree of poisoning may vary 
from minor or temporary skin irrita¬ 
tion to very painful inflammation 
with blisters persisting for weeks and 
possibly requiring hospitalization. 
The severity depends on the plant 
contacted, the degree of contact, 
and the relative susceptibility of the 
individual. 

Some of the most common 
poisonous plants which may cause 
dermatitis are: 


Common name* 

Hercules’ club 
Jack-in-the- 
pulpit 
Asparagus 
Trumpet creeper 
Catalpa 

Chrysanthemum, 
Daisy 
Wild carrot 
Larkspur 
Poinsettia 
English Ivy 
Oleander 
Primrose 
Poison oak, 

Poison ivy 
Poison sumac 


Part 

Bark 

Leaves, roots 
Young stems 
Leaves, flowers 
Flowers 


Leaves 

Leaves 

Leaves, seeds 

Milky juice 

Leaves 

Leaves 

Leaves 


All parts 


Feast Your Eyes, 

Not Your Stomach 

Plants considered as “internal poi¬ 
sons” are those that cause a chemi¬ 
cal or physiological disturbance, or 
death, when eaten. True poisoning 
of this type, unlike allergies or 
dermatitis, does not depend on a 


* Editor’s Note: A complete list of poi¬ 
sonous plants which may cause derma¬ 
titis appears in Human Poisoning from 
Native and Cultivated Plants. 


First aid: What to do in case of internal poisoning 

Call a physician immediately! 

Be prepared to give this information: 

1. Name of plant if known. 

2. How much and which parts of plant were eaten. 

3. How long ago it was eaten. 

4. Age of the individual. 

5. Symptoms observed. All unusual symptoms should be carefully described. 

6. A good description of the plant if the name is unknown. Save the specimen 
for later identification. 

If a physician cannot be contacted: 

1. Have the individual drink a glass or two of water and then (if he is not un¬ 
conscious or convulsive) try to produce vomiting by gagging the back of the 
throat with a finger or a blunt instrument (spoon, etc.), or by giving an 
emetic such as syrup of ipecac, warm salt water, mustard water, or soapy 
water. 

2. Take the person to the nearest hospital emergency room or clinic. Be sure to 
take the plant along for identification if you have it. 

3. The Poison Control Center in your area may be helpful if your physician is 
not available. These centers can provide information on proper therapy and 
may be.able to aid in the identification of the plant. Locate the Poison Con¬ 
trol Center for your area now. □ 


previous sensitivity of the individual. 
The term “poisonous” as used here 
does not necessarily mean “fatal,” 
but that which causes any symptoms 
of toxicity. 

Much folklore surrounds the sub¬ 
ject of plant poisoning, yet only a 
small percentage of all the plants 
known causes toxic reactions. A few 
are mildly toxic and a very few can 
be extremely so and even fatal if 
eaten in sufficient quantity. Some 
plants are harmful only if eaten in 
certain stages of their growth, or only 
certain parts of the plant may be 
toxic. Other plants may be poisonous 
in all stages of development, and all 
parts may be equally poisonous. 
Thus the particular type of plant, the 
stage of growth, the part eaten, the 
season of the year, the amount 
eaten, or the condition, age, and size 
of the person who eats it may all be 
important factors in determining the 
potential hazard. To judge from past 
cases, “berries,” mushrooms, seeds, 
leaves, stems, flowers, and roots can 
all be real hazards to man — particu¬ 
larly to children. 

Poisonous mushrooms, or 
toadstools, are undoubtedly the 
most famous of all poisonous plants, 
yet they still cause numerous ill¬ 
nesses and deaths each year. Sur¬ 
prising as it may seem in a time when 
mushrooms can be bought at a rea¬ 
sonable price, vacuum-packed and 
sterile or neatly boxed and perfectly 
safe, in any gleaming supermarket, 


thousands of mycophagists still 
gather them in the woods and fields 
and on lawns. And equally sur¬ 
prising, despite all published warn¬ 
ings, a dismaying number of adults 
— the unwary and the knowledge¬ 
able — still pick and eat poisonous 
forms during the damp summer sea¬ 
son. 

The common name “toadstool” 
(Todesstuhl, death’s stool) is often 
given to mushrooms that are poison¬ 
ous, but there is no recognizable dif¬ 
ference between the poisonous toad¬ 
stool and the non-poisonous mush¬ 
room. In fact there is no simple rule 
of thumb for making this distinction, 
and if anyone claims to have a tried 
and true method he is fooling him¬ 
self. All such methods may work for 
a few species, but not for all. Do not 
trust any of them, for all so-called 
tests are myths and foolish nonsense. 
Remember you are gambling with life 
and death! 

There are old mushroom hunters 

And there are bold mushroom 
hunters, 

But there are no old, bold 
mushroom hunters. 

There are several thousand 
species of mushrooms in the United 
States, but fortunately, relatively few 
cause serious illness or death. There 
are three chief reasons for difficulties 
in distinguishing edible from poison¬ 
ous forms. First, there are numerous 
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'Common plants which may cause internal poisoning P 

^ Native or naturalized plants ^ 

f found in fields, woods, bogs, lawns. v 


Apple-of-Peru 

False hellebore 

Mulberry 

Baneberry 

Golden seal 

Mushrooms 

Beech 

Ground cherry 

Nightshade 

Black cherry 

Holly 

Oak (acorns) 

Black locust 

Horse nettle 

Poison hemlock 

Black snakeroot 

Hydrangea 

Pokeweed 

Bloodroot 

Jack-in-the-pulpit 

Prickly poppy 

Blue cohosh 

* Jequirity pea 

Rattlebox 

Buckeye 

Jimsonweed 

Rayless goldenrod 

Buckthorn 

Kentucky coffee 

Rhododendron 

Burning bush 

tree 

Rock poppy 

Buttercup 

Larkspur 

Spurge 

Chinaberry 

Lobelia 

Star-of-Bethlehem 

Coontie 

Mayapple 

Strawberry bush 

Corn cockle 

Mescal bean 

Virginia creeper 

Coyotillo 

Mexican 

Water hemlock 

Cycads 

pricklepoppy 

White snakeroot 

Dicentra 

‘ Mistletoe 

Wild balsam apple 

Dogbane 

Monkshood 

Yellow jessamine 

Elderberry 

Moonseed 

Yellow nightshade 

Elephant ear 

’ Mountain laurel 

Yew 


Cultivated plants found in gardens and yards. 




Akee 

Daphne 

Narcissus 

Amaryllis 

Devil’s trumpet 

Ochrosia plum 

Anemone 

Dieffenbachia 

Oleander 

Angel’s trumpet 

Duranta 

Pencil tree 


‘ English ivy 

Physic nut 

Autumn crocus 

Fava bean 

Poinciana 

Azalea 

Finger cherry 

Pongam 

Belladonna 

Four-o’clock 

Prickly poppy 

Betel nut 

Foxglove 

Privet 

Bird-of-paradise 

Glory lily 

Purge nut 

' Bittersweet 

Golden chain 

Rattlebox 

Black henbane 

Hill gooseberry 

Rhododendron 

Bleeding heart 

•Holly 

Rhubarb 

" Boxwood 

Horsechestnut 

Rubber vine 

Burning bush 

Hyacinth 

Sandbox tree 

Caladium 

Hyacinth bean 

Snow-on-the 

Caper spurge 

Hydrangea 

mountain 

Cassava 

Jessamine 

Spring adonis 

Castor bean 

’Jerusalem cherry 

Spurge 

Cestrum 

Jetbead 

Star-of-Bethlehem 

Cherry 

Kentucky coffee 

Sweet pea 

Chinaberry 


Tobacco 

Christmas rose 

Larkspur 

Tomato 

Clematis 

Lantana 

Trumpet flower 

Coca 

Laurel 

Tung oil tree 

Crape jasmine 

Lignum vitae 

Wisteria 

Crownflower 

Lily-of-the-valley 

Yellow allamanda 

Crown-of-thorns 

Mescal bean 

Yellow jessamine 

Cycads 

Monkshood 

Yellow oleander 

Cypress spurge 

Mustard 

*Yew 




‘Plants used commonly at Christmas time and other holidays. 


species and the differences between 
them are rather subtle and require 
critical examination by the trained 
mycologist for correct identification. 
Second, many species are variable in 
their characteristics, and poisonous 
qualities may also vary depending 
upon the season, habitat, and geo¬ 
graphical area. Third, poisonous and 
edible forms may not only look alike 
to the non-specialist but may grow 
together — even in the same fairy 
ring. In addition, the difficulties are 
magnified by variation in susceptibil¬ 
ity among people. 

Ninety percent of deaths due to 
mushroom poisoning are caused by 
a species known as amanitas. They 
are found commonly in “fairy rings” 
on lawns and in woods. Some 
species are edible, many are poison¬ 
ous. Safest: avoid them all, one or 
two bites may be fatal! 

The Indoor, Stay-at-Home 
Culprits 

We do not have to go outdoors to 
be exposed to the dangers of internal 
poisoning. Many common house- 
plants, found within easy reach of 
small children, can be as poisonous 
as toadstools. A partial list of these 
common house plants would in¬ 
clude: Amaryllis, Bird-of-paradise, 
Crown-of-thorns, Dieffenbachia, 
Glory lily, Hyacinth, Narcissus, Pencil 
tree, Philodendron and Poinsettia. 

The Dieffenbachia, or dumbcane 
as it is commonly called, is a peren¬ 
nial herb with green stems 3-6 ft. tall; 
unstalked; leaves large, oblong, 
green or often spotted, streaked, or 
mottled with white, lighter or darker 
green or yellow-green. Reactions to 
ingesting even a small amount of this 
plant may include severe burning in 
the throat and mouth caused to 
some extent by numerous needle¬ 
like crystals (raphides) of calcium 
oxalate, but primarily by a protein 
(enzyme) or asparagine. In very se¬ 
vere cases swelling of the mouth and 
tongue may cause choking. Symp¬ 
toms of nausea, vomiting and diar¬ 
rhea may indicate the presence of 
additional toxins. 

Philodendrons are among the 
most popular ornamental house 
plants (vines) introduced from the 
tropics. There are numerous horti¬ 
cultural forms with various leaf 
shapes, including the “cut-leaf’ 
philodendron or monstera. The 
leaves and stems are dangerous if 
eaten in quantity. 


Other genera such as Alocasia, 
Colocasia (elephant ears), Caladi- 
um, Anthurium, and others are 
found in the warm areas of the coun¬ 
try, Hawaii, and Mexico. 


The chart above lists many indoor 
and outdoor plants which may cause 
internal poisoning; on page 20 are 
routine first aid procedures for in¬ 
ternal poisoning. □ 
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Denier Dec, LPN 

“Oumph . . . gha . . . vshooiigh 

“What did you say, Marguerite?” a 
voice asked. 

“Ah ... ga ... oorinay.” My 
mouth was full of sutures and cotton. 
“I think she needs the bedpan,” my 
daughter, Shari, told the ICU nurse. 
Dead people don’t have that need, I 
told myself. Therefore, I must be 
alive! 

Relieved, I struggled up from the 
effects of the anesthesia. Shari’s face 
came into view. Her eyes looked 
tired, her face was creased with 
worry lines. I tried to focus on her, 
but her face refused to stay in place. 

“Welcome back, Mom. It’s 2 a.m. 
You were in surgery for four hours.” 

“Her blood pressure is good, she’s 
stable. Since the doctor said that you 
can stay with her, 1 guess she can go 
to her room now.” The nurse turned 
to me. “We’ve never had an explo¬ 
sion case quite like yours, your doc¬ 
tor did some fine work on you. I’ll bet 
when those dressings come off, 
you’ll be as good as new.” 


Author 

Marguerite Dec is a graduate of the Adult 
Vocational School of Practical Nursing (now 
called The Sheridan School). Unable to ac¬ 
tively practice nursing since suffering her 
near-fatal accident in 1974, Ms. Dec has 
turned to writing, and has published several 
articles in JPN, in addition to short stories 
and poems under her pseudonym, Denier 
Dec. 


“Ummmmph,” I answered. 

I lay back gratefully on the 
stretcher which was taking me from 
the ICU to my room. I could barely 
make out my husband’s face as he 
welcomed me tearfully. Once in my 
room I started to take stock. My right 
arm was strapped to an IV board. My 
left arm was stretched out, bandaged 
from shoulder to wrist. My face and 
head were wrapped, football-helmet 
style, in more dressings. I tried to 
wiggle my nose, but couldn’t. Tapes 
criss-crossed my face and a plastic 
shield covered my left eye. I felt like a 
mummy. 

Surprisingly, for someone who 
had nearly blown herself off the face 
of the earth, I felt no appreciable 
pain. But I knew that I was still heavi¬ 
ly drugged. Slowly, the events which 
had led to my present predicament 
came to mind. 

For about six months I had been 
dabbling in clay, making a variety of 
pottery items. I had enjoyed it 
enormously and eventually felt confi¬ 
dent enough to want to attempt 
making a large pottery jar. 

“I’ll need a mold for it,” I told my 
husband. As we talked, I spotted a 
five-gallon glass terrarium, over¬ 
grown with plant material, stored in 
an unused room. It seemed perfect 
for my needs. “I’ll clean it out,” I told 
John, “it’s just right.” Together we 
pulled out the tangled mass of plants, 
roots, dirt and gravel. “How do you 
suppose I can get this thing really 
clean?” I asked him. “Put the garden 
hose right into it,” he suggested. It 
sounded like a fine solution. 

I placed the terrarium on the patio, 


An LPN, whose nursing 
a freak accident, urges 

Accidents 
Happen 
At Home 
Anytime. . . 

stuck the hose into the neck, turned 
the water on full. So far everything 
was fine. Suddenly, I noted that 
some plant debris had gotten stuck in 
the narrow neck of the bottle. Franti¬ 
cally, I tried to pull the hose out. It 
wouldn’t budge. Thoughts raced 
through my mind; almost a premoni¬ 
tion of what was about to happen. A 
buildup of air pressure in the glass 
bottle . . . somehow I just knew that 
the glass could not take this. I yelled 
at my son, “Jeff, get away from 
here.” I could hear the glass stretch¬ 
ing — a strange, high pitched whine. 

Then, BOOM! The five gallon glass 
bottle exploded in my face. 

I stood up and tried to look 
around. A red mist filled my vision. I 
tasted blood and gingerly felt 
shredded lip tissue with my tongue. I 
screamed and spat out glass shards. 

“Oh my God, honey!” My hus¬ 
band, John, came running out of the 
house. I just stood where I was, took 
a few deep breaths and tried not to 
aspirate blood. I asked him quietly, 

“Is anything spurting?” He assured 
me that apparently no arteries had 
been cut. 

“All right, give me a big beach 
towel and get me to the hospital,” I 
said. With John’s help I walked slow¬ 
ly to the car. Jeff got into the back 
seat. I put him to work holding a 
wadded part of the towel tightly 
under my left arm to control the 
bleeding. I admonished my near- 
hysterical husband to drive slowly or 
we might be in worse trouble. 

My medical training helped. I kept 
telling myself, “Don’t panic. Breathe 
slowly. Pulse is rapid but strong. I 
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career was ended by 
caution, warning that 


. . Anyplace 


won’t get shocky. I’m OK. It could 
have been my son. Thank you, God, 
for small favors.” The ten blocks to 
the nearest hospital took five minutes. 

The emergency staff came running 
with a stretcher. “What happened?” 
they chorused. “Explosion,” John 
told them, “a terrarium blew up in 
her face.” “A what?” 

The emergency room crew got 
busy padding me with absorbent 
pads. They phoned a plastic 
surgeon, a friend of ours. Transfer 
arrangements were made to take me 
to the hospital where he operated. 
An ophtalmologist was called. He 
agreed to work with the plastic sur¬ 
gery team. I continued to joke with 
the staff. 

“She’s on the verge of hysteria,” I 
heard one nurse whisper. “I am not.” 
I retorted, “I’m a Sagittarian. We al¬ 
ways talk a lot.” It took 45 minutes to 
get the ambulance. Meanwhile my 
18 year old daughter, Shari, was 
called at her job. (She was an aide 
working in the ICU at another hos¬ 
pital and a student LPN.) She was 
permitted to ride in the ambulance 
with me. “Do I get the full siren?” I 
asked. “All the way,” they assured 
me. 

At the hospital, we had to wait till 
the OR team could scrub. I joked 
with the nurses again while they 
checked my vital signs. I was 
“leaking” like a sieve but managed to 
keep a tolerable blood pressure. 
Over and over again, people asked, 
“What happened?” Over and over 
again, I told my story. I laughed and 
joked to keep from thinking about it. 

Finally, they all left, except for one 


lovely, dark-haired nurse. “Stay with 
her, Sister Pat,” I heard. “Sister?” I 
looked at her. “I’m a mess, aren’t I?” 
I moaned. “That you are, but I’ve 
seen worse,” she assured me, “And 
it’s nothing we can’t fix.” 

I relaxed. I didn’t have to put on a 
show of bravado any longer. I could 
be me. Then I realized that I did hurt. 
I was scared. I did not feel like being 
a brave LPN. I started to cry. 

“There, there,” she calmed me, 
adding, “that’s good, wash out some 
of that glass.” 

In the brightly lit operating room, 
three doctors were readying their 
equipment. “I really blew it, didn’t I?” 
I asked, making an unfunny pun. 
“You sure did,” they all laughed. 

“Look guys,” I said, “just send me 
away somewhere for a while. I prom¬ 
ise I’ll come back when you’re all 
done. OK?” 

“Sure thing. Go to sleep now,” my 
doctor said, kindly. 

I was later told that the operating 
team came out of surgery at 11:30 
that night. They told my husband 
that I would be all right if I made it 
through the night. They told him that 
I had lost about six pints of blood and 
that they had replaced three. They 
told my daughter that she could stay 
with me in the ICU. 

Thoughts whirled around in my 
head as I lay in bed in my room that 
night. I was alive! I knew that plastic 
surgery had repaired most of the 
damages done to my body by the 
shards of glass. My eye doctor, I was 
told, had gone into a sliced-in-half 
eyeball and, for three hours, had lit¬ 
erally sewed his way back out again. 
I worried about a loss of vision in that 
eye, and about possible sympathetic 
ophthalmia in the other eye. I sighed 
and finally fell asleep with my daugh¬ 
ter sitting beside my bed. 

When the doctors came they told 
me that I would make it, though it 
had been “touch and go” for a while. 
“I had faith in you,” I told them, “I’ve 
got too much to do yet.” 

Five days later my new saint, the 
eye surgeon, came to look at his 
handiwork. “How about seeing what 
we have here?” he asked, un¬ 
wrapping layers of gauze eye pad¬ 
ding. He grunted with satisfaction at 
the condition of the eyelid. “Doesn’t 
look too bad for an amateur,” he 
commented, “you can have that lid 
rebuilt in about six months if you 
want to, but it may look all right 
when the swelling goes down.” 

“What does it look like now?” 


“As though you lost the fight!” 

My lid felt stiff and sore with the 
sutures in it. It also felt fat and 
edematous. I tried to open it but it 
didn’t want to go up. 

“It won’t open.” 

“Take your time. It will.” 

Very slowly, the injured muscles in 
my eyelid responded and the lid 
crept up. The doctor held a pad over 
my good eye so that I could only see 
out of the injured one. “Well, what 
do you see?” he asked intently. 

“I can see . . . you . . . you have 
on a blue and white pin-striped 
jacket! I can see you! Oh Lord, I 
CAN SEE!” I cried tears of joy. 

He smiled, then grinned, then 
laughed out loud. “OK, that’s 
enough for today, let’s rebandage 
the eye. I want you to keep it ban¬ 
daged with a plastic eye shield for six 
weeks. You may have astigmatism. 
That eyeball isn’t exactly round any 
more, you know.” 

“Who cares?” I laughed. “At least I 
can still see.” 

At the end of eight days, I was al¬ 
lowed to go home. Bag, baggage 
and flowers. The nurses told me I 
looked like a mobile altar as the aide 
pushed me in the wheelchair. 

Had I learned something by this 
experience? I sure had. I had learned 
that when doctors work four hours to 
save a life, that life must have some 
worthwhile purpose. Against great 
odds, I had survived an accident 
which had blown shattered glass over 
100 feet. Today, after five bouts of 
cosmetic surgery, my face shows few 
traces of scarring. My arm is still 
badly scarred but that is not impor¬ 
tant. I have the full use of the arm 
and that is important to me. 

I have learned how much we take 
binocular vision for granted. Six 
weeks of using only one eye taught 
me that difficult lesson. 

I have learned that freak accidents 
like mine can happen any time, any¬ 
where. I was amazed to find out that 
while I was in the hospital, 25 people 
had called my husband to tell him 
that they would have cleaned out a 
glass terrarium exactly the way I had 
attempted to clean ours. These 
callers were strangers; all mentioned 
that hearing about my experience 
had saved them from making a simi¬ 
lar mistake. 

I now like to think that one reason 
I survived the accident is to allow me 
to teach others how to prevent home 
accidents, to teach positive thinking 
and to teach love. □ 
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Why do so many LP/VNs suffer reality shock or growing pains when they make the 
transition from student to practitioner? Maybe, says Nila Robinson, it’s because of 


What The Textbooks Don't Tell You 


Nila Robinson, SPN 

With shiny pin and unblemished 
white cap, you have graduated. 
You’ve gone into your first job as an 
LPN — with high hopes of realizing 
your dreams. Then how come, as 
you unlace your white shoes at the 
end of your first week, do they seem 
to have taken on the appearance of 
track shoes? Could it be those miles 
you’ve covered on hospital halls, 
those hours you have stood at pa¬ 
tients’ bedsides? It could. And this is 
just a part of the “growing pains” you 
will surely experience as you make 
the transition from student nurse to 
“real” nurse. 

What will you discover that first 
week? First off, probably that what 
you are now doing and practicing 
daily is often exactly what you 
learned from your textbooks, class 
work and clinical practice. Yet, just 
as often, you will find that your nurs¬ 
ing education gave you only the 
“seed” — the starting point for your 
career. Total care of a patient, you 
learn, takes far more than textbook 
knowhow . . . more than the experi¬ 
ence you got in your clinical and 
class assignments. It takes real feeling 
for the patient as a whole human 
being, for the patient’s needs, 
wishes, and feelings. It also takes a 
lot of judgement on your part. 
Should you always help the patient 
who seems to want help? When is it 
better for the patient to attempt to do 
something for himself? And how do 
you keep from getting over-involved 
with each patient . . . how do you 
hang on to your objectivity? Quite 
soon you may learn that this, and 
much more, takes experience, 
judgement and individualized atten¬ 


Nlla Robinson is in her third quarter of 
training at the Dayton School of Practical 
Nursing in Dayton, Ohio. 

Before she entered nursing school, she 
worked as a Home Health Aide for four 
years. Nila is also the mother of five children 
and a homemaker. She hopes to go into 
Geriatric or Psychiatric Nursing. 


tion to each and every patient’s 
unique situation. 

Then, too, you will discover that 
nursing often requires you to make 
decisions in a matter of minutes or 
seconds. In the classroom you may 
have had a whole class period to 
work up a nursing care plan — on 
the floor you often have to decide a 
course of action on the spot. 

Rx for Growing Pains 

How can you ease some of these 
“growing pains?” What is the right 
Rx? Here are a few suggestions: 

1. Keep your eyes and ears wide 
open. Be attentive to the mood and 
pace of your nursing station and act 
accordingly. Try to do your part to 
keep the nursing unit running 
smoothly by being helpful, under¬ 
standing and considerate of the staff. 
Be willing to go a little beyond what is 
expected of you. Perhaps the nurs¬ 
ing station is run a bit differently from 
the ones you encountered during 
your students days, so keep in mind 
that there are different ways to 
handle any one situation. Be slow to 
judge, even slower to criticize. You 
can learn by observing the ways of 
others. 

2. Do a little additional “research” in 
the field you have chosen or have 
been assigned to. Brush up on what 
you have already learned and try to 
keep abreast of new methods and 
new medications. If your hospital of¬ 
fers in-service education in your area 
of work, by all means avail yourself 
of this. Studying package inserts of 
commonly used medications in your 
specialty will also increase your 
knowledge, as will doing your 
“homework” via outside reading. 

3. Stay tuned in to your patients. 
Remember that your patients’ care 
should be first in your thoughts. Try 
not to let next Saturday’s date oc¬ 
cupy your mind while you are at 
work; being preoccupied with your 
own concerns just might make you 
miss some pertinent information 
about a patient. 


4. Don’t be too proud to seek help if 
you need it. None of us are perfect 
and all of us function better in some 
areas than in others. We have much 
to offer each other. Learn to recog¬ 
nize the areas you may be weak in 
and try to find ways of strengthening 
your capabilities. If there is some¬ 
thing — some nursing routine, some 
specific task — that you feel you can¬ 
not do well, and you feel that one of 
your patients might suffer because of 
this, delegate the task if you are in 
charge. If you’re not, ask for some¬ 
one’s assistance. You can still wear 
your cap with pride, knowing that 
you have done the best possible job 
for your patient. Don’t let false pride 
get in the way of your learning! 

5. Learn how to remain profession¬ 
al while giving your patients that 
“personal” touch. At first, you may 
feel that this requires a very special 
knack but with practice you will de¬ 
velop the ability to do and say the 
right thing . . . in a way which will be 
best for your patients, for your peers 
and for yourself. 

6. During your student days, you 
were probably asked to evaluate 
yourself and your work from time to 
time. Undoubtedly, you found these 
evaluations helpful (even if a bit time 
consuming). Once you’re working, 
you may find <hat the same sort of 
objective evaluation — by you, of 
you — will teach you much. Try to 
evaluate yourself at regular intervals 
and be very honest with yourself. 

These, then, are just a few of the 
ways in which you can make the 
transition from student to graduate to 
experienced nurse, a little easier. If 
you don’t expect yourself to be a 
“finished” nurse ... if you anticipate 
these “growing pains” . . . you will 
have a head start on your nursing ca¬ 
reer. If you are aware that nursing is 
a profession in which learning and 
growing never stop, the growing 
pains really need not hurt. And the 
learning and growing will assure you 
that you will be best able to help 
others . . . and thereby, help 
yourself. □ 
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NAPNES Plans Workshops 
For Florida, Louisiana, Vermont 

Final details have been worked out for the up¬ 
coming NAPNES’ sponsored workshop in 
Louisiana, which was announced in May JPN. It 
will be held Wednesday, August 23 at the Belle- 
mont Motor Hotel in Baton Rouge. There will be 
sessions during the day and in the evening to 
accommodate all interested LP/VNs. The ses¬ 
sions during the day will focus on communica¬ 
tion attitudes and behaviors. They will be con¬ 
ducted by Dennis F. Gunderson, Ph.D. of the 
University of Alabama at Tuscaloosa. The 
evening session will deal with strengthening and 
structuring a state association organization. 

Registration will be limited to 250 persons. 
Further information is available from NAPNES’ 
Department of Service, 122 East 42 St., New 
York, NY 10017. 

In Florida, five one day workshops have been 
planned between September 11-22. Preliminary 
plans include locations in Fort Myers, Jackson¬ 
ville, Pensacola, Tampa and West Palm Beach. 
More complete details will appear in an up¬ 
coming issue of JPN. 

Florida will be the first state to require proof of 
continuing education for relicensure. NAPNES 
workshops were planned in response to a recent 
NAPNES survey in which nearly 2,000 LPNs in 
the state indicated a strong interest in such work¬ 
shops. 

The Vermont workshop will be cosponsored 
by NAPNES and the Practical Nurse Association 
of Vermont. It will be held on October 26, 1978 
at the University of Vermont in Burlington. En¬ 
titled “The Nurse and the Law,” it will be con¬ 
ducted by Helen Creighton, R.N., M.S.N., 
J.D., of the University of Wisconsin. 


Specialized Accrediting Agency Group 
Meets at NAPNES Headquarters 

The Board of Directors of the Council of Spe¬ 
cialized Accrediting Agencies, which met at 
NAPNES headquarters in May, was represented 
by representatives from a broad spectrum of na¬ 
tional organizations involved in accreditation. 
Ruth Greenspan, R.N., a member of NAPNES 
Board of Directors and Education committee, 
serves as treasurer of the CSAA and is a member 
of the Board. 

Also attending was Kenneth Young, Ph.D., 
president of the Council of Post Secondary Ac¬ 
creditation (COPA), of which NAPNES is a 
member. 


In Memoriam; 

Hilda Torrup Dies 

At press time, we received word of the death of Hilda 
Torrop, one of the founders of NAPNES as well as its 
first president and executive director. Miss Torrop 
died on May 9, 1978 at the Mount Ascutney Hospital 
and Health Center in Windsor, Vermont, after a long 
illness. A memorial graveside service will be held in 
Sullivan, Maine, on June 15, 1978, at 1:30 p.m. 

Hilda Torrop was one of a small group of profes¬ 
sional nurses who in the early 1940’s recognized the 
need for more and better preparation for practical 
nurses — a need made more urgent by World War II. 
While serving as director of the YWCA’s Ballard 
School of Practical Nursing in New York City (one of 
the first schools of this type in the United States) she 
joined with other directors of schools of practical nurs¬ 
ing to form the NATIONAL ASSOCIATION for 
PRACTICAL NURSE EDUCATION, from which the 
present-day NAPNES evolved. 

The July issue of JPN will feature a special section 
dedicated to Hilda Torrop and to her accomplish¬ 
ments and contributions to practical nursing. 


NAPNES Attends National Conference 
To Examine Credentialling Issues 

A national study of credentialling in nursing, a 
project with which NAPNES has been involved 
since the study was formulated by ANA three 
years ago, was the subject of discussion at a 
meeting attended by Lucille Etheridge as 
NAPNES’ representative. 

NAPNES is one of 56 organizations identified 
as “cooperating agencies” by the Study Com¬ 
mittee because of current involvement in some 
aspect of credentialling and/or might be affected 
by the recommendations of the study. 

At the April meeting, held at the University of 
Wisconsin School of Nursing in Milwaukee, 
NAPNES joined other cooperating agencies to 
continue the work of assessing the adequacy of 
existing credentialling mechanisms for providing 
quality assurance to the publics served; to ex¬ 
amine accreditation, certification and licensure 
for credentialling individuals, nursing education 
and nursing service agencies; and to recom¬ 
mend future direction for credentialling in 
nursing. 
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Stateside 


Arizona Joins With Indian Health 
Agency To Sponsor Conference 
for Navajo LPNs 

A recent conference to discuss opportunities 
and issues in practical nursing was held by the 
Navajo Health Authority, in cooperation with 
NAPNES and Arizona LPNA. Designed to foster 
the continued growth and development of prac¬ 
tical nurses working on and off the reservations 
of the Navajo nation, the conference featured 
two days of workshops on a variety of topics. 

Among the highlighted speakers was William 
Williams, M.H.A., treasurer of NAPNES, who 
discussed the legal accountability of the LPN and 
the benefit of professional organization member¬ 
ship. He was joined on the program by repre¬ 
sentatives from the nursing branches of several 
Federal agencies, who discussed employment 
opportunities for LPNs in the Federal services; 
other recruitment specialists spoke on employ¬ 
ment in the private sector. 

An update on legal aspects of practical nursing 
and on the Nurse Practice Act of New Mexico 
was discussed by an official of the New Mexico 
State Board. Other speakers discussed patients’ 
rights; factors affecting LPN role performance in 
various environments, career mobility and the 
future prospects for LPNs. 


1985 and POMR Are Topics 
For South Dakota Program 

A workshop program that was varied and of 
wide ranging interest to participants was pre¬ 
sented by the South Dakota Licensed Practical 
Nurses Association as part of its convention in 
April. Attendees received NAPNES’ approved 
contact hours. Highlights of the program in¬ 
cluded: a discussion of the 1985 proposal by Sis¬ 
ter Edna Nemec, R.N., of the Pierre School of 
Practical Nursing; a report on I.V. therapy by a 
panel group of nurse specialists; POMR charting 
by record librarian Sister Winifred; and clinical 
sessions presented by physician specialists on 
care of the traumatized patient and plastic sur¬ 
gery. The subject of child abuse was discussed by 
a lawyer who offered suggestions on the role the 
LPN can play in detecting and reporting cases. 
The many sessions offered during the conven¬ 
tion gave participants little opportunity to relax, 
but a session on relaxation techniques, pre¬ 
sented by psychologist Woodard Ching gave at¬ 
tendees a chance to think about new ways of re¬ 
laxing themselves and their patients. 


Michigan LPNA Reports Progress 
On Economic Security Program 

Economic security, a high priority item for 
Michigan LPNA, has gained significant ground 
for LPNs in the state, thanks to an active 
program. 

In addition to investigating numerous griev¬ 
ances and being involved in several arbitration 
hearings, Michigan LPNA’s ESP saw negotia¬ 
tions completed on 15 contracts, including four 
first agreements. Negotiations are now in prog¬ 
ress at three more facilities, with talks slated to 
begin at nine more hospitals or medical care fa¬ 
cilities in the near future. 

Although each contract is different, and wages 
and benefits vary from one area of the state to 
another, some of the major benefits which the 
association has negotiated for many of its mem¬ 
bers in recent months include: dental insurance, 
cost of living increases, insurance to cover major 
medical and prescription drugs; pension im¬ 
provements, weekend differentials, charge pay 
and many others. This is in addition to wage in¬ 
creases which, in almost all cases, have ex¬ 
ceeded the increase in cost of living. 

Members or nonmembers interested in 
learning more about MLPNA’s Economic Secur¬ 
ity Program are encouraged to contact James 
Chiodini, ESP Director, MLPNA, 5900 
Executive Dr., Lansing, Michigan. 

Missouri SLPNA Takes Active Role 
In Cosponsoring Workshops 

The Missouri State Association of LPNs, in 
conjunction with the American Cancer Society, 
sponsored a one day workshop on the cancer 
patient. The workshop focused on early detec¬ 
tion of cancer through new treatment ap¬ 
proaches and the psychological aspects of can¬ 
cer. 

Participants in a panel discussion on “Early 
detection and diagnosis” included: Max Heeb, 
M.D., surgeon at Missouri Delta Community 
Hospital in Sikeston, and Andrew Galakatos, 
M.D., assistant professor of Obstetrics, Gyne¬ 
cology, Oncology at Washington University 
School of Medicine. 

Michael Chouinard, M.D., medical oncologist 
and Raymond Ridings, M.D., radiation therapist 
at Southeast Missouri Regional Cancer Treat¬ 
ment Center in Cape Girardeau, discussed the 
new discoveries and treatments now being used 
to diagnose and treat the cancer patient. 

Three LPNs, Juanita Adams, Helen Lawson 
and Myla Williams, employees of Ellis Fischel 
State Cancer Hospital in Columbia, MO, spoke 
on the psychological aspects of dealing not only 
with the cancer patient, but with their own feel¬ 
ings as nurses caring for patients. A lively ques¬ 
tion and answer period followed all sections of 
the conference. 
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MoSALPN has an extensive program of con¬ 
tinuing education offerings slated for this year. In 
cooperation with the Missouri League for Nurs¬ 
ing and the Missouri Nurses’ Association, it 
sponsored seven one day workshops on pa¬ 
tients’ rights at different locations. The speakers 
focused on the rights of patients in acute care fa¬ 
cilities, long term care facilities, home health care 
and mental health. 

A conference on lung diseases of infancy and 
childhood, sponsored by MoSALPN and the 
American Lung Association of Western Mis¬ 
souri, reviewed past knowledge and introduced 
new concepts on the cause and prevention of in¬ 
fectious and noninfectious lung disease and the 
role of the nurse in patient care and treatment. 

Other programs included a workshop on kid¬ 
ney disease cosponsored with The Kidney 
Foundation; The Arthritis Patient and the LPN’s 
Role, cosponsored with the Arthritis Founda¬ 
tion; New Trends in Treating Respiratory Dis¬ 
eases and another on Emphysema, both 
cosponsored with the American Lung Associa¬ 
tion of Western Missouri; Hypertension, cospon¬ 
sored with the American Heart Association; New 
Treatments in Cancer, cosponsored with the 
American Cancer Society; and Cancer of the 
Breast, cosponsored with Ellis Fischel State Can¬ 
cer Hospital and Associated Cancer Research 
Center. 

The annual convention is slated for June 12- 
14 in St. Louis. It will mark the association’s 30th 
anniversary. 

The St. Louis chapter of MoSALPN recently 
celebrated its 29th anniversary with a program 
on the future of health care. Chapter president is 
Martha Harris. Treasurer is Gertrude Lakes, who 
is also chairman of MoSALPN’s Education Com¬ 
mittee. 


New Mexico Board of Nursing 
Sets Mandatory CE Guidelines 

Tentative guidelines have been set for the im¬ 
plementation of the mandatory continuing edu¬ 
cation requirment for all licensed nurses in the 
state of New Mexico. In 1979, Registered Nurses 
must begin to record and document CE hours 
for licensure in 1981. Licensed Practical Nurses 
must begin their documentation in 1980 for li¬ 
censure in 1982. Total hours required for two 
years will be 30 for all nurses. 

Categories of continuing education are de¬ 
fined as required and elective, and half the hours 
must be earned in each category. The Board of 
Nursing will elaborate further on the required 
and elective categories later this year. 


Ohio Continuing Education Program 
Includes Regional and 
Heidelberg Conferences 

LPNA of Ohio’s annual education conference 
at Heidelberg College in Tiffin, Ohio will be held 
June 11-15. The conference will feature sessions 
on organizational planning skills, mental health 
and mental illness during the various stages of 
the life cycle and job responsibility. Also offered 
will be a workshop on value options, which will 
help participants explore, understand and deal 
with their own values about education, money, 
power, religious belief, medical issues and other 
concerns. 

LPNA of Ohio’s other continuing education 
offerings for 1978 have included a regional con¬ 
ference for Southwestern Ohio. Featured on the 
program was a panel discussion on current 
trends in nursing presented by panelists Mary 
Ann Bollin, RN, chairperson of the Buckeye 
State Nurses Organization; Senator Sam Speck, 
a member of the Senate Education and Health 
Committees and long active in nursing-related 
concerns; Carol Krebs, RN, director of Belmont 
Technical College School of Practical Nursing; 
and Mildred Smith, LPN, executive secretary of 
LPNA of Ohio. 


Students in Ohio 
Hold First Convention 

LPNA of Ohio’s student members, who now 
number nearly 2000, have organized their first 
annual student convention, which was held May 
1 in Columbus. Among the topics presented at 
the program were teenage alcoholism and drug 
abuse. Highlighted speaker was Jerry Seaman, 
director of the Teenage Alcoholism Center of St. 
Anthony’s Hospital in Columbus. 


Arkansas’ Nurses Review Strategy 
On State’s Practice Act 

Many state associations and individual LPNs 
have discussed and debated the nurse practice 
acts of their state and of other states. Nurses in 
Arkansas, who have joined together to study 
possible revisions, recently recommended that 
the process of revision be postponed, but that 
positive action be taken in the following areas: to 
review current available research; investigate 
funding; identify needs and goals; and define 
terms. A multidisciplinary committee was 
formed to carry out these recommendations. 
Arkansas LPNA’s representative to the com¬ 
mittee is Jean Posey, executive director of 
ALPNA. 
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JVe wsmakers 

LPNA of Washington State has two members 
in the news. 

Stella Hazelrigg, LPN, charter member of 
NAPNES and LPNA of Washington State, was 
crowned Miss NAPNES in a special ceremony at 
the LPNAWS Convention in Wenatchee. 

Agnes Brickey, LPN, became the new presi¬ 
dent of the LPNAWS, following Evelyn Katzer’s 
resignation from the office. 

Ann Marie Casey, LPN, 2nd vice president 
of Michigan LPNA, has been reappointed by 
Michigan’s governor to another term as an LPN 
member on the Michigan Board of Nursing. 

Diannia Gaines has resigned as executive 
director of the Missouri State LPNA. 

Lynn Boyes, acting executive director of 
Michigan LPNA, became Mrs. Lynn Britton in 
March. Congratulations. 

NAPNES membership department, which 
handles all correspondence about membership 
and renewals is now being maintained by Re¬ 
becca Yavel, who joined NAPNES’ staff this 
spring. She received a B.A. from Brooklyn Col¬ 
lege, has also studied at Hunter College in New 
York, and has a varied background in music and 
acting. She replaces Patricia McMahon who 
has taken a position in Chicago. 


G. Constance Butherus, R.N., M.A., the 

associate director of NAPNES’ Department of 
Education, has resigned from NAPNES because 
she has moved to the western part of New 
Jersey. During the 2V2 years that Connie was at 
NAPNES, she was primarily involved with con¬ 
tinuing education programs, and revision and 
administration of NAPNES’ pharmacology 
course. She was also actively involved in 
NAPNES accreditation service and JPN. Connie 
had a chance to say good bye to many of the 
members with whom she had worked during 
NAPNES convention in Phoenix. But we have 
not heard the last from Connie. An article on 
pharmacology which she coauthored will appear 
in the July issue of JPN. Her ongoing concern 
for practical/vocational nursing will no doubt 
continue to keep her involved with areas that 
will affect many of you. 

Mary Yannes, R.N., M.A. is the new assis¬ 
tant director of NAPNES’ Department of Educa¬ 
tion. Ms. Yannes, who wrote two articles for 
JPN (Episiotomy Care, June 1975; Fetal Moni¬ 
toring, April 1977), was an instructor at the 
Edna McConnell Clark School of Nursing, Prac¬ 
tical Nursing Program of the Presbyterian Hos¬ 
pital in New York prior to joining NAPNES. She 
taught OB-GYN and psychology, and has had 
clinical experience in these areas and in general 
nursing. Additionally, she had extensive educa¬ 
tional background in health sciences administra¬ 
tion and education. 


Recent Court Decisions Relevant to Your Profession 


Supreme Court Agrees To 
Review NLRB’s Stance on Union 
Solicitation in 
Health Care Institutions 

The United States Supreme Court 
has agreed to review the claim of 
Beth Israel Hospital that the National 
Labor Relations Board’s policy on 
solicitation and the distribution of 
union literature in a hospital setting 
ignores the rights and well-being of 
hospital patients. 

Beth Israel Hospital had promul¬ 
gated a no solicitation/no distribu¬ 
tion rule in 1975 which permitted 
solicitation for “the union or other 
causes” only on nonworking time in 
employee-only areas of the hospital. 
The Board found the rule to be il¬ 
legal and ordered the hospital to 
cease its illegal conduct and rescind 
the unlawful rule. The Board held 
that attempts by hospitals to prohibit 
solicitation and distribution in all 
areas of the hospital to which pa¬ 
tients and visitors have access vio¬ 


lates Section 8(a) (1) of the Act. This 
ruling was subsequently enforced by 
the United States Court of Appeals 
for the First Circuit. 

In its petition for review before the 
Supreme Court, the hospital at¬ 
tacked the Board’s approach to or¬ 
ganizational activities in health care 
institutions. Characterizing the 
Board’s approach as “experimenta¬ 
tion,” the hospital stated that the 
Board’s approach could only harm 
the health and well-being of patients. 
The hospital went on to argue that 
the very thought that an administra¬ 
tive body could be making decisions 
directly bearing on a hospital pa¬ 
tients’ opportunity to recover was 
frightening beyond belief. 


Grievance Settlement Bars 
Job Discrimination Suit 

In a decision of potentially far- 
reaching importance, the United 


States District Court for Northern 
Georgia has ruled that an employee’s 
acceptance of grievance settlement 
including reinstatement and back 
pay, constitutes an effective waiver 
of his right to sue for relief under the 
1964 Civil Rights Acts. The Court 
action stems from an employee’s suit 
which argued that his grievance set¬ 
tlement constituted only partial relief 
for his claim of discrimination. 

In its decision, the Court specifical¬ 
ly found that the employee in ques¬ 
tion discussed and negotiated with 
management his claims with respect 
to a disciplinary layoff and discharge, 
and subsequently gained reinstate¬ 
ment and back pay totalling more 
than $15,000. 

While the theory of the Court in 
this case has not been adopted in any 
Circuit Court as yet, such an ap¬ 
proach could encourage the volun¬ 
tary settlement of discrimination 
claims at substantially reduced costs 
to employers. 


28 


The Journal of PRACTICAL NURSING 














RECORD 

KEEPING? 


Five states have laws requiring proof 
of continuing education for relicensure. 

Many state boards of nursing anticipate 
similar laws. 


3 More employers are now requiring proof 
D of continuing education. 


Recognizing these demands, NAPNES has developed a 
new record keeping system designed to combine your 
continuing education records into one computerized 
transcript and help you keep this valuable information 
safe and available. 

Continuing education is no longer just a sign of 
professional pride, but is fast becoming a requirement to 
work in the nursing profession. You must attend 
workshops and seminars, read journals, and participate 
in in-service programs along with a host of other activities 
to keep up with new nursing techniques. Therefore, it is 


important for you to have all of your continuing education 
information organized and readily available . . . and 
NAPNES is now set up to help you. 

The new record keeping system will computerize and 
maintain all your continuing education records and 
provide an updated transcript each year for yourself, your 
state board of nursing or your employer. By mailing the 
coupon with your check or money order now, you can 
become a subscriber to this unique record keeping 
system. Additional information will be sent to you upon 
receipt of your payment. 


ENCLOSED IS MY CHECK OR MONEY ORDER FOR $_. Please enroll me as a subscriber to NAPNES new 

record keeping system. I understand I will receive a packet of information upon NAPNES receipt of payment. 


CHECK ONE: 

1 □ MR. 

2 a MS. 

3 □ MRS. 

4 □ MISS 


ttttttt 


STREET ADDRESS 


I TTTTTI r i l l I I I I 


I I I I I I I I I I I I I 


Are you currently a CITY OR TOWN 

NAPNES Member? I I I | T~1 FI I I I I P 

0 □ Yes 


□ 


□ $5.00 NAPNES Members Only. You must be an Individual (national) or Per Capita member (joined through a NAPNES 
constituent state association) to enroll at this special discount rate. 

□ $20.00 Nonmembers 

□ $29.00 Includes enrollment in the system and individual membership. Individual membership includes a subscription 
to THE JOURNAL OF PRACTICAL NURSING (Regularly $7.00), a vote in NAPNES, reduced rates on malpractice in- 


MAIL TO: CE Record Keeping Department, NAPNES, 122 East 42 Street, New York, N.Y. 10017 


National Association for Practical Ni 
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NATIONAL ASSOCIATION FOR PRACTICAL NURSE EDUCATION AND SERVICE, INC. 
122 East 42nd Street, New York, New York 10017 


FROM. 

Mailing 


Ms. 
Miss 
Mrs. ~~ 
Mr. 

Address. 


City 


PLEASE PRINT OR TYPE 


State 

Zip 


APPLICATION FOR MEMBERSHIP 

I,__ hereby apply for membership in the National Association for Practical Nurse ! j 

Signature I I 

Education and Service. I understand that the annual dues of $_include $5.00 for a subscription to the Journal of I i 

Practical Nursing for one year. Please allow 8 weeks for receipt of first issue of Journal. 

ANNUAL DUES Check | 

(effective 4/77) One CLASS OF MEMBERSHIP | 


$24.00 


□ INDIVIDUAL MEMBER - LP/VN □ RN □ OTHER □ 


10.00 

8.00 


□ INDIVIDUAL MEMBER - First year graduate of a state approved school of practical nursing 

in a NON Per Capita State only. 

□ STUDENT MEMBER - One who is enrolled in a state approved school of practical nursing. 


50.00 

SPECIAL DUES 

$ 9.00 


300.00 


□ AGENCY MEMBER - Hospital, Nursing home, approved school of practical nursing, 

alumnae assn., etc. 

□ INDIVIDUAL MEMBER - LP/VN who is a per capita member of NAPNES by virtue of 

membership in a constituent state LP/VN association, and 
receives a subscription to the Journal of Practical Nursing 
through payment of per capita dues. 

□ LIFE MEMBER - $100.00 payable on application and the balance within two years. 



I am □, am not □ a member of a state LP/VN association that is a constituent of 
NAPNES. 

My place of employment is_ 


I am a new graduate from a nursing school. Below is the name of my school | 

and date of graduation: I . 


I am a Student attending 


.4 


The person who interested me in NAPNES membership is_ 

NAME 

(Please make check or money order payable to NAPNES and mail with application to:) 


STATE 

NAPNES, 122 East 42nd Street, 
New York, N.Y. 10017. 



































Sun Reactions 

(Continued from page 17) 


minutes more each day thereafter, 
until you have a good base tan. If 
you are moving around, as you 
would on the tennis court, you can 
increase that first exposure to about 
45 minutes. 

Another type of chemical protec¬ 
tion, the sunblock, allows no tanning 
at all. It deflects the ultraviolet rays 
totally, and is most useful in shielding 
lips, nose and other extra-sensitive or 
already burned areas. A well-known 
sun blocking agent is zinc oxide, an 
opaque white ointment often used by 
lifeguards and others whose jobs re¬ 
quire constant exposure to the sun. 

Still another effective protection is 
clothing — cool, loose-fitting beach 
robes, caftans, long sleeved shirts, 
wide brimmed hats. 

Besides using chemicals and 
clothes, help yourself by knowing all 
you can about sunning. Here are 
more skin saving tips: 

• You are not fully protected in the 
shade of a beach umbrella. Ultra¬ 
violet rays are only partially deflected 
by the umbrella and they are also 
bouncing toward you from all direc¬ 
tions — off sand, water, patio floor, 
deck. 

• Don’t count on being safe on a 
cloudy day or even under water. 
70% to 80% of the ultraviolet rays’ 
burning power penetrates clouds and 
overcast, and the rays can even 
search you out three feet below the 
water. A wet T-shirt can also deceive 
you. Water droplets funnel at least 
half the ultraviolet power to your 
skin. 

• Altitude plays a role. You don’t 
have to be hot to be burning. There is 
less atmosphere on mountaintops to 
filter out ultraviolet rays. Back¬ 
packers, skiers take note, and know 
also that snow can reflect as much as 
85% of the sun’s rays. 

• You’re better off bicycling or 
playing golf than lying immobile on a 
surfboard or riverbank. A moving 
target is harder for the rays to find 
than a motionless one. 

• Avoid sun reflectors. They expose 
the most delicate facial areas, under 
the chin, eyelids, earlobes. 

• True, sunshine is a source of vita¬ 
min D, but so is a well-balanced diet. 

• Geography is a factor. There is 
proportionately more skin cancer in 
southern and southwestern states 
than elsewhere in the country. 


To sun or not to sun is a question 
sunworshipers have to work out for 
themselves. Enjoying activities in the 
sunshine with adequate skin protec¬ 
tion is one thing. Broiling, unpro¬ 
tected, year after year to get a tan is 
quite another. 

Knowing the effects of repeated 
overexposure will help you decide 
whether the careless pursuit of a tan 
today is worth tomorrow’s damaged 
skin, or the threat of skin cancer. 

Reprinted with permission from Sense in the 
Sun, American Cancer Society, Inc. 1976. 


IF YOU MOVE. . . 

please notify THE JOURNAL 
OF PRACTICAL NURSING 
of your change of address, six 
weeks in advance if possible. 
Be sure to include your old ad¬ 
dress as well as the new one, 
both with zip codes. 


IF YOU ARE READY 
SO ARE WE . . . 

. . . With a specially designed Associate degree nursing program 
for L.P.N.’s who want to become R.N.’s. 


□ 

□ 

□ 

□ 

□ 

□ 

If you'vi 

9 answered “yes" 


Do you possess a current practical nurse 
license that meets the requirements of the 
New York State Education Department 
and have 1 year of active experience. 


questions, we can offer the oppor¬ 
tunity to receive 16 college credits toward an A.A.S. degree in Nurs¬ 
ing based on your education and experience. In our 1 year program 
you can earn an Associate in Applied Science degree in Nursing and 
at the same time become eligible to take the N.Y. State Examination 
for licensure as an R.N. 


Oh, One Last Question, 


YES 

□ 


□ Are you ready to move ahead in a new 
and progressive education program? 



TO: Joan Knoy, R.N., M.S. 

Associate Director of Associate Degree in Nursing Program 
The Edna McConnell Clark School of Nursing 
of the Presbyterian Hospital in the City of New York 

179 Fort Washington Avenue, New York, New York 10032 
I am interested in your program. Please send 
more information and an application form to: 


NAME_ 

ADDRESS_ 

CITY_ 

STATE_1_;__ZIP CODE 



THE PRESBYTERIAN HOSPITAL 


at COLUMBIA-PRESBYTERIAN MEDICAL CENTER 
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Insect Stings 

(Continued from page 14) 
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Take Precautions 
For Protection from 
Insect Bites 

When you are outdoors, particular¬ 
ly in insect infested areas, a few pre¬ 
cautions can reduce the potential 
for problems from insect bites. 
Claude Frazier and Jay Arena, the 
two physicians who contributed ar¬ 
ticles to this issue and both experts 
on insect bites and poisoning, offer 
the following suggestions: 

• Wear long sleeved tops and long 
legged pants. 

• Avoid walking barefoot out¬ 
doors. If you are sensitive to insect 


bites, don’t wear sandals either. 

• To avoid attracting bees, particu¬ 
larly for those who are highly sensi¬ 
tive, avoid soft drinks, ice cream 
cones and other sweet foods when 
you are outdoors. Stay away from 
rotting fruit under a tree, clover 
patches, most summer flowers, per¬ 
fumes, scented shampoos, hair 
sprays and deodorants, as these at¬ 
tract bees. 

• If you have long hair, pin or tie it 
up, since long hair seems to enrage 
bees and wasps if they get en¬ 
tangled in it. 

• Wear white, pale gray or tan 
clothing. Avoid bright colors. 

• People who have had a bad 
reaction to a sting should get de¬ 
sensitization shots, should always 
keep an insect sting kit handy and 
wear a medical warning tag around 
their neck or wrist. 


For protection from ticks, 
here are some specific 
precautions: 

• The best individual protection 
from ticks is wearing adequate 
clothing and inspecting the body 
thoroughly once or twice daily 
when in tick-infested areas. 

• When venturing into tick-infested 


areas, it is advisable to wear high 
shoes, boots or leggings and to tuck 
trousers tightly into boots. 

• Inspect naked body carefully on 
returning from a field trip and re¬ 
move ticks. Pay particular attention 
to the armpits, neck nape, crotch 
and groin areas. In heavily infested 
tick areas, children should be in¬ 
spected twice daily. If ticks do at¬ 
tach, they usually feed several 
hours before infecting man. 

• Hang up field clothing in the 
open after returning home. Ticks 
still on clothes will walk off even¬ 
tually. 

• Clothing (trousers, socks), can 
be dipped or sprayed with several 
repellents which are quite effective 
in warding off ticks. There are 
several chemicals on the market 
which may be readily purchased 
such as indalone or dibutyl adipate. 

• Those who frequently travel into 
tick-infested areas, should obtain 
the spotted fever vaccine several 
weeks before tick season starts. To 
be effective, the vaccine must be 
given before spotted fever infection 
is acquired. Vaccination protects for 
one year only and must be repeated 
annually. 

If a person who has been in a 
tick-infested area becomes ill with 
fever, headache and rash, medical 
attention should be sought quickly. □ 


Sixty Second Therapeutics 

Benjamin Teplitsky, R. Ph. 

Match the therapeutic category with the correct generic drug. 


1. Nitrofurantoin 

a. 

Anorexiant 

2. Betamethasone 

b. 

Diuretic 

3. Meprobamate 

c. 

Diagnostic agent 

4. Phenobarbital 

d. 

Antinauseant 

5. Phentermine 

e. 

Urinary antibacterial 

6. Dacarbazine 

f. 

Local anesthetic 

7. Prilocaine 

3- 

Corticosteroid 

8. Meclizine 

h. 

Hypnotic and sedative 

9. Azuresin 

i. 

Tranquilizer 

10. Ethacrynic Acid 

j. 

Antineoplastic 
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Guide To Some 
Common Bites & Stings 

Insect: Bee (honeybee, yellow jacket, wasp) 
Locale: Throughout the U.S. 

Type of venom: Hemolytic and neurotoxic 
properties. 

Action: See article beginning on page 12. 
Reaction: People who are not hypersensitive will 
experience pain when stung by a bee, followed by a 
wheal and erythema. There is annoying pruritus. If 
sting is on loose tissue like eyelid or genitalia, con¬ 
siderable local edema may develop. Usually symp¬ 
toms subside in 1-2 days. 

In hypersensitive people, within a few mintues, 
there is tingling of the skin. Generalized urticaria, 
extreme pruritus, nausea, vomiting, abdominal 
cramps uterine cramping and bleeding, cough, 
asthmatic breathing may occur. Dyspnea and 
cyanosis may appear. Victim may suffer respiratory 
obstruction, and even shock. Death may occur. 
Treatment: Epinephrine may be life saving in the 
anaphylactic type of reaction, and should be ad¬ 
ministered according to severity of reaction. After 
acute symptoms have subsided, antihistamine 
drugs may be given to prevent recurrence of symp¬ 
toms. Hypersensitive persons should seek medical 
advice about desensitization. 

Insect: Scorpion 

Locale: In the southwest U.S., particularly Ari¬ 
zona. Scorpions usually emerge only at night, 
crawling into shoes, clothing and bedding occa¬ 
sionally. They do not deliberately attack people, 
but accidental contact may result in sting. 

Type of venom: Contains neurotoxins, cardio- 
toxins, and agglutinins. 

Action: Muscular stimulation and hemorrhages. 
However, fatalities are usually rare and only minute 
amounts are injected with the sting. 

Reaction: Stinging and burning at site, with very 
little edema or inflammation around area. There 
may be progressive muscular spasms and fibrilla¬ 
tion, a choking sensation in the throat, hyper¬ 
esthesia, thick tongue, abdominal pain and cramps, 
irritability, convulsions and respiratory depression. 
Symptoms usually subside within 48 hours. 
Treatment: If absorption can be delayed, serious 
systemic symptoms are usually not encountered. 
Apply a tourniquet proximal to the sting to limit ab¬ 
sorption. Loosen for one minute out of every ten 
and if no symptoms occur, the time interval should 
be increased. Also, place ice packs over the bite. A 
2% procaine-epinephrine solution infiltrated locally 
will relieve pain. In infested areas, specific anti¬ 
serum should be available for immediate use. Intra¬ 
venous calcium gluconate (10 ml. of 10% solution) 
or muscle relaxants will help to relieve muscle 
spasms. Use specific measures for respiratory de¬ 
pression and convulsions as needed. 


Insect: Black Widow Spider 
Locale: Nearly all U.S. 

Type of venom: Neurotoxins. 

Action: Causes ascending motor paralysis or de¬ 
struction of peripheral nerve endings. 

Reaction: Initial reaction includes sharp pain simi¬ 
lar to a needle puncture, which usually disappears 
quickly. Possible delayed reactions include local 
muscular cramps, usually beginning in the thigh, 
shoulder or back, depending on location of bite. 
Pain may spread to abdomen, accompanied by 
weakness, tremor, restlessness, feeble pulse, cold 
clammy skin, labored breathing and speech, light 
stupor and delirium. Convulsions may also occur, 
particularly in small children. The syndrome follow¬ 
ing a bite may be easily confused with any medical 
or surgical condition with acute abdominal symp¬ 
toms. 

Symptoms usually decrease within 2-3 days, 
with residual symptoms sometimes persisting for 
weeks or months. 

Treatment: As soon as a diagnosis is made of 
black widow spider bite, the patient should be given 
antivenin prepared from the blood serum of horses 
(this assumes that tests for serum sensitivity have 
been made, because serious reactions and even 
death can occur). Patient should be hospitalized. 
Relief is afforded by prolonged warm baths, intra¬ 
venous injections of 10 ml of 10% solution of cal¬ 
cium gluconate. Supportive therapy as indicated by 
the patient’s condition. 

Localized treatments, such as application of a 
tourniquet or compress, are of no value in these 
bites. 

Insect: Ticks and mites 
Locale: Throughout the U.S. 

Action: Can cause ascending motor paralysis. 
Reaction: Some species cause serious local irrita¬ 
tion and itching at the sites of the bite. Others intro¬ 
duce saliva which may produce flaccid ascending 
motor paralysis. 

Treatment: Recovery is usually rapid and com¬ 
plete if ticks are removed immediately. If allowed to 
remain, some species may cause death from 
respiratory paralysis. The following steps should be 
taken to treat a person who has been bitten by ticks: 

Remove attached ticks with forceps, eyebrow 
tweezers, or a piece of paper or cotton held be¬ 
tween the fingers. Do not use bare hands. A drop 
of alcohol, ether, gasoline, etc., may be used to 
force ticks to release their hold. Coating the tick 
with vaseline or applying fingernail polish (ace¬ 
tone) will produce asphyxia and easy withdrawal of 
the tick. Do not leave the tick head or mouth parts 
embedded in the skin. Ticks mashed between 
fingernails or onto the fingers can infect humans. 

Be sure to paint the tick bite with an antiseptic 
such as iodine after removing the tick. Humans can 
be infected through tick feces as well as the bites, so 
disinfection of bite and surrounding area is advis¬ 
able. 
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Answering these questions should help you to evaluate what you learned reading this is- I 
sue. Therefore, NAPNES Board of Directors has approved each issue of the Journal for j 
one contact hour. Answer each question thoroughly and keep in your personal continuing I 
education file. 

Do not send this form to NAPNES. If you are a subscriber to the Continuing Education j 
Record Keeping System, you may record your contact hours for six (6) or twelve (12) ' 

month periods on one Program Update Form. No substantiating data or verification is I 
needed. 


Modern Medications 

1. Of the drugs discussed in this 
month’s column, which one carries 
specific instructions relating to meal¬ 
times? 

2. Which of the medications dis¬ 
cussed may cause drowsiness? 

Heat and Sun Reactions 

3. Discuss the different types of heat 
reactions, indicating causes and symp¬ 
toms. 

4. What methods might be used to 
reduce the body temperature of a 
person suffering heat exhaustion? 
What precautions should you take? 

5. Discuss ways of reducing the risk 
of severe heat and sun reactions. 

Insect Stings 

6. Discuss the various systemic reac¬ 


tions which insect stings or bites may 
cause. 

7. Name some of the insects whose 
sting or bite can cause a severe reac¬ 
tion. 

8. How can you identify a person 
who is hypersensitive to insect bites or 
stings? What can such people do to 
protect themselves? 

9. Discuss emergency first aid meas¬ 
ures and supplies for use with victims of 
insect bites or stings. 

Plant Poisoning 

10. What kinds of reactions can 
plants cause? 

11. What are some of the more 
common allergy-provoking plants? 

12. What are some of the more 
common plants which may cause inter¬ 
nal poisoning? 
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W I want to continue nursing while 1 
get my degree. That’s why I work for 
HOMEMAKERS UPJOHN.* 



If you’re a good nurse and 
you’re going to school to become 
a better nurse, consider working 
part-time with HOMEMAKERS 
UPJOHN® 

You decide how much you can 
work. And when. Which means 
you can design your schedule 
around your classroom and study 
requirements. 

Our offices are located in more 
than 215 communities across the 
country. We provide Private Duty, 
Hospital Staffing and Home 
Health Care. And 
we need your help. 

If this, sounds like 
kind of unique nursing 
opportunity you’re look 
ing tor, please call 
f oil-free number 
All put you in touch 
office in your area. 

8c A (In Michigan, 


, - '800-632-0877.) You 
may also want to record 
our number for future reference. 

HOMEMAKERS UPJOHN. 
A way to continue your career 
along with your education. 


W 5773-HM 5501R©] 


HOMEMAKERS 

UPJOHN® 

An equal opportunity employer (M/F) 








